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In matters scholastic and extra-curricular, she’s the outstanding 
student of the year. In the department of dietary logic, she consistently 
rates a flunk minus—and doesn’t care. Some day, she says, there'll be 
more time for regular, balanced meals. But that day never comes. And so 
her little snacks begin a lifelong habit which eventually places her in 
the same class with the reducing “experts,” the food faddists, the 
heavy smokers, the sedentary worker and all the others who contrib- 
ute to the common incidence of subclinical vitamin deficiency. For 
such cases—in addition to dietary reform—many physicians are 
prescribing a reliable vitamin supplement. More and more often, 
it’s the vitamin product which offers four important advantages 
—Dayamin capsules. First, Dayamin is a true multiple product 
providing six essential vitamins as well as pyridoxine and. 
pantothenic acid. Secondly, all six vitamins are supplied i 
amounts which make Dayamin suitable either as a suppl 
ment or, in slightly larger doses, as a therapeutic agen 
Thirdly, Dayamin capsules, despite their broad vitam 
content and potencies, are small and easy to take. Final 
Dayamin is a product of known dependability and 
tency, always readily available through prescrip 
Abbott’s Multiple Vitamins pharmacies—in bottles of 30, 100 or 250 caps, 
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Management of Minor Lesions 


of the Anal Canal* 


By Curtice Rosser, M.D. 
Professor of Proctology, Southwestern Foundation, 


College of Medicine, Dallas, Texas 








Poe HEMORRHOIDS, as do 
other tumor anorectal disease, pro- 
gress through definite stages to reach 
maturity, and the treatment varies with 
the stage. 







First Stage 

The first stage of hemorrhoid forma- 
tion involves simple, flat, dilated veins 
occurring above the dentate line. The 
mucous membrane is normal. The only 
symptom is bleeding without pain or 
protrusion. Such hemorrhoids occur al- 
ways at three points. Such patients rare- 
ly need surgery. 

Do not inject carbolic acid solution 
but use a simple sclerosing solution 
such as 5% quinine urea hydrochloride 
and inject it into the hemorrhoid, re- 
sulting in a flattening or obliteration 




























in ffand retraction of the hemorrhoid. 
he Second Stage 
ib- | The second stage presents polypoid 
For guasses of enlarged veins which are be- 
ginning to prolapse. Injections may 
are Five relief in such cases, and are safe 
‘ten, fhecause there is no infection of the tis- 
tages ues, but injections will not result in a 
oduct¥ure. because it is very difficult to 
_ anfffbliterate the polypoid tissues. These 
, ‘fissues cannot be retracted to avoid 
lied if}rauma from the passage of the stool. 
suppl Third Stage 
c age" Third Stage: The hemorrhoid be- 


momes larger and is more pedunculated, 
sulting in chronic protrusion. It is 
hicker. It has a fibrous cover so that 
leeding is decreased. The tissues are 
















*Clinical Medicine staff member notes of 
1 address delivered before the Omaha Mid- 
est Clinical Society, October, 1946; cor- 
tected by the author. 
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Fig. 1. Anatomy of the anorectum, illus- 
trating the development of anal fistula. 


usually infected as shown on section of 
hemorrhoids; practically all such sec- 
tions show cell infiltration or small 
abscesses. Such a process cannot be 
reversed to normal by injection. Injec- 
tion of any chemical, moreover, is dan- 
gerous and surgery is therefore the 
best treatment for this situation. 


Non-Specific Anal Ulcer 


Consulting the diagram, (Fig. 1) we 
see that there are many crypts at the 
dentate line; small branching glands 
open into the base of the crypts. 

If the anus is small, a fissure may re- 
sult when such a crypt or pocket is 
injured by trauma from the stool. In 
clean cases when no infection is pres- 
ent, one may inject a long-acting local 
anesthetic material underneath the pain- 
ful fissure which relieves the spasm and 
tends to induce healing. The use of 
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aqueous diothane solution is recom- 
mended. A chronic anal fissure or anal 
ulcer occurs when there is persistent 
infection of the fissure, infection of the 
crypt and a skin tag which points out 
the location of the lesion. In such cases 
one must surgically remove all infected 
tissues. 

A chemical injection into the pos- 
terior commissure may result in an 
abscess, and is therefore not proper 
when anal ulcer has developed. 


Anal Fistula 

Anal fistula occurs in this sequence: 
First, a crypt is inflamed (cryptitis) 
which leads to an abscess and finally 
results in a fistula. (Figure 1) The 
treatment of cryptitis is very minor. A 
perianal abscess should be opened at 
once. The only treatment for a fistula 
is surgical removal. 


Control of Bleeding in Anal 
Surgery 

Various hemostatic materials were 
studied and will be reported (1). 

The average dressing in the anus 
is painful to remove and painful while 
in place. 

For this reason a number of the 
newer hemostatic materials were used, 
including gelatine sponge with throm- 
bin (commercially known as Gelfoam) 
in 75 cases and oxidized cotton or 
gauze in 75 cases (Oxycel). 

Gelatine sponge is glistening white, 
compressible, contains many air spaces 
and may be cut to the desired shape. 
Individual pieces may be fitted to the 
wound. A serum and leucocyte response 
occurs which absorbs the material in 36 
hours so that the patient can expel gas 
rather promptly. No primary hemor- 
rhage occurred where it was used. Sec- 
ondary hemorrhage during the period 
of six to eight days following operation 
was easily controlled in the office by 
applying the material. 

Cellulosic acid itself is a hemostatic 
material and does not require the addi- 
tion of thrombin. This simplifies treat- 
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ment both in office and in hospital. If 
one opens an abscess, bleeding may be 
controlled by placing some oxidized 
gauze (cellulosic acid) in the abscess 
cavity. A disadvantage in the use of 
oxidized gauze is that it cannot be used 
as a pack or in excessive amounts be- 
cause it forms a hard sticky mass which 
is difficult to remove. One must there- 
fore, lay a small piece on each wound, 

If swelling or obstruction in the anus 
occurs the day after operation, one may 
take a sitz bath in dilute sodium bicar- 
bonate solution. Within five minutes 
the oxidized gauze will be dissolving 
and the patient can pass gas. The use 
of these materials permits the elimina- 
tion of pressure dressings but none of 
them are a substitute for ligature of 
blood vessels. 

Questions and Answers 

Question: Should one use a long.-act- 
ing local anesthetic? 

Answer: Do not use a long-lasting 
anesthetic if a large wound is present. 
Rather one should have morphine given 
for comfort during the first post-opera- 
tive day. In a series of cases in which 
oil soluble, long-lasting anesthetics were 
injected, 6 per cent of cases developed 
abscesses. 

Question: May oxidized gauze he 
used in the treatment of the removal of 
tissues, such as in the treatment of fis- 
tula or pilonidal sinus? 

Answer: The use of oxidized gauze 
permits a protective dressing which 
covers the raw area for about four 
days. There is no interference with 
drainage which occurs through it and 
under it. One must only remember to 
protect the skin from liquefied secre- 
tions pouring over it. 

Question: What is the difference in 
technique of hemorrhoidectomy, using 
oxidized gauze? 

Answer: One may use the same tech: 
nique that he usually employs. 


REFERENCES ; 

(1) Rosser, Curtice, “New Hemostatic 

Dressings in Anorectal Surgery,” Souther 
Medical J. 39, 9, 25—Dec. 1946. 
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| Notes from the A. M. A. Meeting* 
ed 
. Compiled by R. L. GorrEti, M.D., Clarion, Iowa 
0 
ed 
be- 
ich 
. Physical Medicine 
nus 
ay The Special Exhibit on Physical Medi- WITT 
car. q cine at the Centennial Annual Meeting of ' me " 
| the American Medical Association at At- — ‘ =. | : 
ites B iantic City, N. J. was an interesting and 4 
‘Ing § inspiring exhibit. A comprehensive pic- 
use § ture of the vital role that Physical Medi- 
ina- § cine plays in the field of medical science 
» of § today was shown with actual patients to 
of §@ demonstrate new technics and results as 
prescribed and administered by the 
Physiatrist. It was evident from the in- 
terest in these demonstrations by the 
-act- § visiting physicians that the newer con- 
cepts of Physical Medicine will be initi- 
sting § ated in every part of the United States in 
sent. he near future. View of One of the Exhibits on 
‘iven Dr. Frank H. Krusen of the Mayo Physical Medicine 
Dera: Clinic was Chairman of the Physical 
hich Medicine Exhibit; Dr. Winfred Overhol- Ace : 
ser of Washington, D. C. and Dr. Howard the best criterion upon which to 
a A. Rusk of New York City served on base disability evaluation.” 
oped B his Committee. Prominent physicians in : , ae 
the field of Physical Medicine had charge IV. — ee 
e beflof the demonstrations in each booth. seins ished tteideak sonnet, 
‘al off§ The nine exhibits and an essential ania g oo. uew.end patel aoe 
f fis J message of each are listed below: by which more rapid and more 
I. Technology and Physical Medicine complete recovery from disease 
gauze —‘The progress of medical and and injury may be accomplished.’ 
which TIPS? SUSERROR. fe SEINE: SP V. Physical Rehabilitation of Neuro- 
four — «4 aon — a logical Disabilities—‘‘Our passive 
with on tees ae Page aan abi attitude toward severely disabled 
t and in ane dae, , individuals must be changed. With 
yer to proper opportunities it is possible 
ocue Il. Experimental Research in Physi- to restore many of them to a useful 
- cal Medicine—‘‘Research reveals life again.” 
objectively and accurately th - 5 Se aaa 
ace in iain i Se ae sus VI. Physical Rehabilitation for Polio- 
using ious procedures applied in Physi- myelitis—“Proper physical reha- 
cal Medicine.” bilitation for poliomyelitis requires 
a well organized plan of treatment 
e tech: III. Clinical Research in Physical Medi- in which, following the damage to 
cine—‘Demonstrable evidence is the central nervous system, the 
mostati(™, "The editor’s selection of notes compiled mast in Cone with what Ss lem. 
southern the excellent scientific exhibits at the VII. Physical Rehabilitation in Cerebral 


Centennial (1947) meeting of the American . ; 
cal Association at Atlantic City, NJ. Palsy—‘‘In all sections of the 
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United States, there is much to be 
done in developing more adequate 
services and facilities for the care 
and training of children having 
cerebral palsy.”’ 


VIII. Physical Rehabilitation for Arthri- 
tis—‘“‘The employment of Physical 
Medicine constitutes a major part 
of the treatment of the arthritic 
patient. When physical agents are 
used to fullest advantage, he be- 
comes a more useful and happy 
member of society.’’ 


. Rehabilitation of Amputees—‘‘The 
object of all help for the ampu- 
tee is to make help superfluous. 
This is not only an ideal but a 
challenge. By an integrated pro- 
gram of physical rehabilitation, 
this challenge can be met.’’ 

All physicians may look forward with 
anticipation to the forthcoming develop- 
ments.in the field of Physical Medicine 


Exhibit of Physical Rehabilitation of 
Neurological Disabilities 


for the next year, and their interpreta- 
tion next year at the American Medical 
Association Convention.—A. B. C. Knup 
son, M.D., 4104 S. 36th Street, Fairling- 
ton, Arlington, Va. 


Exhibit on Antithyroid Therapy 


A comparison of the therapeutic ac- 
tion of iodine, thiouracil and propyl- 
thiouracil, alone and combined, based on 
clinical experience. 


Iodine 


Iodine is useful (a) In prevention and 
treatment of hyperplastic non-toxic 
goiter; (b) In pre-operative preparation 
of those with toxic hyperplastic and 
adenomatous goiters; (c) As a test agent 
for borderline or occult forms of hyper- 
thyroidism. 

Thiouracil 

Initial dose: 400 to 600 mgm. daily, 3 
equal doses; Maintenance dose: 100 to 
300 mgm. daily. 

Induces remission in 6 to 8 weeks. 
Delay occurs in toxic adenoma and when 
iodine has been previously administered. 
Permanent remission rates vary from 
250 to 75 per cent. Myxedema may follow 
prolonged administration and disappear 
with dose reduction. 

Initially may produce increase in thy- 
roid size which recedes later. Histologic 
changes and response to iodine after re- 
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mission 
thiourcil. 


similar to those of propyl 


Simulates the action of propyl]-thioura- 
cil with respect to 1. Exopthalmos. 2. 
Thyrotoxic auricular fibrillation. 3. In- 
duced and recurrent hyperthyroidism. 4. 
Diabetes complicating hyperthyroidism. 
5. Borderline hyperthyroidism. 


Toxic reactions, the more severe of 
which are agranulocytosis and drug fever 
occur in 10 to 13 per cent of treated 
cases. These are the real obstacles in 
the way of prolonged medical treatment. 
Mortality from agranulocytosis can be 
lowered by prompt, persistent parenteral 
penicillin therapy. 


Thiouracil is a positive remission- 
inducing agent for all forms of thyro 
toxicosis which makes pre-operative 
preparation simple and economical, with 
a ten-fold reduction in mortality and 
smoother, shorter post-operative conval- 
escence. 


Propyl-Thiouracil 
Effective starting dose is 125 to 
mgm. daily, divided into three equal 
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ses. Fifth to 150 mgm. daily is ade- 
ate for maintenance of remission. 


Action is prompt when doses are large 
nough. It is delayed in toxic adenoma 
und when iodine has been previously 
,dministered. 

Prolonged administration can produce 


yxedema which is reversible by dose 
tion. 


Usually produces no appreciable thy- 
id enlargement. Induces hyperplasia 
nd heaping of acinar epithelium, parti- 
arly when myxedema has been in- 
ed. After remission, large doses of 
ine cause involution. 


Exophthalmos is ordinarily not in- 


reased and may even recede. Auricular 
fibrillation of thyrotic origin is readily 
ontrolled. Induced and recurrent hyper- 
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NOTES 


thyroidism are promptly subdued. Dia- 
betes when combined with secondary 
hyperthyroidism shows improved control. 


Therapeutic Test 


Borderline hyperthyroidism may be 
readily identified by the response to the 
drug. 


Although it has 2 to 3 times the potency 
of thiouracil it rarely causes agranulocy- 
tosis, drug fever or other undesirable 
side effects. Has been tolerated without 
ill effect in doses up to 600 mgm. daily 
for as long as six months. 


In most cases of thyrotoxicosis propyl- 
thiouracil is a positive, practically non- 
toxic remission-inducing agent suitable 
for prolonged medical treatment. 
WiLLiaM S. REVENO, M.D., Detroit, Mich. 


the Male 


A Study of One Hundred and Thirty Two Consecutive Cases 


ERTILITY is a divided responsibility 
equally between the husband and wife. 
y investigations show that the male 
ertner is at fault in about fifty per cent 
the childless unions. 
Team work should be present in the 
tudy of infertility and should include 
ssociated survey by the gynecologist 
nd obstetrician; internist and endocrino- 
gist. About twenty years ago the av- 
rage couple seeking relief for infer- 
lity had about a twenty per cent chance 
ven in consulting physicians interested 
t this field, whereas today many groups 
expert workers effect cures ranging 
om forty to fifty per cent. 
Many factors are often present in 
le study of both partners. We consider 
at an inflamatory condition such as 
tronic prostattitis of varying grades, as 
causative factor of infertility. The 
ick viscid ejaculate and infective pus 
a grade 1 to 5 prostatitis appears 
entangle and immobilize spermatoza 
the same comparative proportion that 
¢ viscid pus from a chronic endocer- 
ititis causes sterility in the female. 
{must be remembered that many men 
ho have chronic prostato-vesiculitis are 


investigation has made 
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rapid strides in the last decade. The thy- 
roid and pituitary glands are considered 
by many men as the master glands. 
Many patients are hypo-thyroid with 
none of the classical signs of myxedema, 
an example being a physician in active 
practice, with azoospermia and a basal 
metabolism .of minus 23. Though not 
to be particularly emphasized, a basal 
metabolism test should be done routinely 
and has been done in the majority of 
our cases. In my series hypo-thryoidism 
was present in 28 men, compared to 
11 patients with a hyper-thyroid condi- 
tion, or approximately about two and 
a half times as often. Many patients 
will improve very much under thyroid 
therapy. 

Anterior pituitary deficiency is per- 
haps one of the major causes of feeble 
spermatogenesis. In the administration 
of the various gonadotropic substances 
the element-of success is chiefly clinical. 
Testicular biopsies and sperm counts 
should be two guides in our administra- 
tion of the various gonadotropic hor- 
mones on the market. Their indiscrimi- 
nate use should be condemned.— HENRY 
SANGREE, M.D., University of Pennsyl- 
vania Medical School, Philadelphia, Penn. 
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Glomerular Nephritis: Recognition and Treatment 


PAN-NEPHRITIS believed to be caus- 

ed by an antigen-antibody reaction 
following an infection by hemolytic strep- 
tococci, and characterized by a changing 
clinical picture dependent on the pro- 
gression of the glomerular, tubular and 
interstitial lesions. 


Incidence 

Less than one per cent of patients 
with hemolytic streptococcal infection 
will develop glomerular nephritis. 

Abrupt onset of glomerulitis occurs 
within one month after the infection. 

Seventy per cent of the cases are be- 
tween the age of 5 and 20 years, although 
no age group is spared. 

Of those patients developing glomeru- 
lar nephritis, over 80 per cent will be 
healed in two years, the remainder with- 
in 10 years. 

Criteria of Healing 

1. Absence of red blood cells in acid, 
concentrated urine. 

2. Less than 200 mg. proteinuria per 
24 hours. 

Course 

The patient who contracts glomerular 
nephritis may pass through the follow- 
ing stages; 

Initial (acute) stage: It is the abrupt 
onset of glomerular nephritis, but this 
stage is usually unrecognized. The ini- 
tial lesion rapidly subsides and the pa- 
tient usually passes into the asympto- 
matic latent stage. 

A small percentage pass into the de- 
generative (edematous) stage, readily 
recognized by patient and doctor. As 
the lesion progresses and the number 
of functioning nephrons decreases, the 
patient gradually slips into the terminal 
stage. 


Course of Disease 


Pathology 
The changing pathology of glomerular 
nephritis as it progresses toward heal- 
ing or dissolution is reflected in the 
urinary sediment. 


Diagnostic Steps Taken When Protein 
(Albumen) is Found in the Urine 


A thorough history and physical exam: 
ination should precede any laboratory in- 
vestigation. 


1. Repeat urinalysis with sedimen 
study on a fresh specimen (formed el 
ments, cells, bacteria). 


Blood studies include white cell count 
packed cell volume, sedimentation rate 
and serum creatinine. 


2. Appropriate bacteriological studi 
depending on clinical picture and sedi 
ment. 

3. If sérum creatinine less than 3 mg 
per cent, concentrate the urine for @ 
24 hour protein excretion, and an Addi 
count of cellular elements and cas 
If creatinine is greater than 3 mg. 
cent an attempt to concentrate i 
will cause an increase of uremia. 

4. If urinary findings, history and ph 
sical examination suggest lesion othe 
than glomerular nephritis, residual uri 
and excretory urograms may be don 
to aid in the exclusion of neoplas 
congenital anomalies, and chronic pyé 
lonephritis. Cystoscopy and retrograd 
pyelography are done if necessary. 


Simple Blood and Urine Studies 
Periodic Evaluation of Patient 

1. Six minute rapid serum creatinin 
determination. (advantages over blo 
urea; (a) value not affected by protei 
intake (b) inexpensive, simple (c) mo 
accurate guide of renal damage th 
blood urea). 

2. Grams of protein excreted per 
hours. 

3. Addis count, performed in docto 
office. 

4. Packed-cell volume and sediment 
tion rate using wintrobe tube, done 
same time as serum creatinine. Pla 
protein determination by copper sulfat 
specific gravity method with ovlasm 
from top of wintrobe tube. 
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URINE PROTEIN 
(60 mg./24 hee. 
is upper limit 


of normal) 


WST IMPORTANT 


SEDIMENT 
FINDINGS 
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- sulfat 


| Medici@itob r, 1947 


HEMO-CHEMICAL 
TENAL FUNCTION 


mist Lt. Martin GriFFIn, Jr., M.C., AUS, and Ist. Lt. Frep I. Gmseat, M.C., AUS, 


oe usually so 
mild, MEDICAL AID 
NOT SOUGHT. 
onset of; 
1. Coffee or red 
colored urine. 


Opaque brown or red 


Proteinuria of 
0.2 to 3.0 gm./ 
24 brs. 


Serum creatinine ele- 
vated. 


Mild anemia and hypo- 
proteinemia (due to 
increased blood vol- 
ume ?) 


Leukocytosis. 


Rapid sedimentation 
rate. 


moderate to severe 
temporary impair- 
ment due to block 
age of large num 
ber of glomeruli. 
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Agen Temerec and 
physical examination 


negative. 


The only abnormal- 
ities found in this 


st. are in the 
urine. 


usually less than 
0.5 gm./ 24 hrs. 


PERSISTENT MI 


CROSCOP. 
IC HEMATURIA ard red 


cell casts. 


Serum creatinine 
usually normal. 
No anemia,” leuko- 
cytosis. 

Plasma proteins 
normal. Sed rate 
usually elevated. 


May have 10-60% 
reduction in func- 
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PeELS except 
for pitting 


of- ankles and face 


ascites, hydrothorax.' 


MARKED protein- 
uria of 5 to 50 
gm./ 2% hrs. 


casts, epithettal 


cells and free in 
the urine. 


Microscopic hemat ur- 
ta. 


Serum creat inihe 
normal at first, 
later it rises. 
Hy oteinemia 

(<5 gm.) 

Lipemia with ele- 
vated blood choles- 
terol. 


Decreasing renal 
function, in spite 
of compensatory 
hygertropty of re- 
maining nephrons. 


CLINICAL = PATHOLOGICAL STAGES OF GLOMERULAR NEPHRITIS 


insidious develop— 
ment of fatigue, 
Nausea ard vomiting 
Parallels increas- 
ing uremia with 
anemia and hyper— 
tension. 





Moderate protein- 
uria of 3 to 15 
gm./ 2% brs. 


Even with dilute 
urine, RBC are 
found. 


wumber and breadth 
of broad casts in- 
creases with slight- 
est dehydration. 


Serum creatinine 
high. 


increasing anemia. 


Low or aormal 
Plasma proteins. 
( >5 gm.) 


Majority of neph- 
rons destroyed with 
decreasing ability 
to concentrate 
urine, and deepen- 
ing uremia. 





partment of Medicine, Stanford University School of Medicine and Veterans 
iministration Hospital, Palo Alto, California. 
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Migraine Is Curable 


Patient's cooperation: The patient 
must cooperate and return for observa- 
tion and treatment. The patients who 
can receive best results are those that 
regularly return to the physician, re- 
gardless of the treatment used. (This 
suggests that the emotional factor is a 
dominant one, that patient-physician re- 
lationship and the relief of psychic pres- 
sure by repeatedly talking about his 
troubles, benefits the patient most.—Ed.) 

If the patient writes down a few notes 
each time a headache occurs, it is much 
easier to evaluate the cause of the head- 
ache and the degree of relief obtained by 
therapy. 

Headache Record 

Date: 

Headache Began: 
Time of day: 
Course: 
Symptoms: 

Medication: Type 
Amount: 

Time: 

Relief: Time 
Feeling after attack: 

Diet 24 hours before headache: 
Breakfast 
Lunch 
Dinner 

Activity before headache: 

Migraine patients do not like to take 
medication, and usually wait too long to 
take Gynergen tablets, orally, with the 
result that the usual dose fails to stop 
the attack. They must be firmly in- 


(location) 


structed to take Gynergen with the first 
symptom. Gynergen infallibly relieves 
migraine headaches if given in adequate 
doses. The dose varies with the severity 
of the attack and time of taking drug. 

The headache record helps to indicate 
factors in the diet and activities preced- 
ing the headache (psychic, allergic, en- 
docrine, metabolic causes). 

Migraine is a circulatory disorder, an 
exaggeration of the usual circulatory 
changes involving rate of blood flow, 
size of blood vessels, passage of fluid 
through the capillary -walls, which are 
mutually related and which are also ef- 
fected by heat, cold, barometric pres. 
sure, chemical composition of blood and 
tissue spaces, products of metabolism, 
number of red blood cells, by hormones 
circulating in blood stream, exercise, 
fatigue, emotional changes. 

The treatment of migraine depends 
upon: Heredity—curable but tends to re: 
cur; Endocrine—thyroid extract, estro- 
genic substance and pituitary extrac 
cured greatest number in our series; 
Emotional—psychotherapy, new treat 
ment, new physician, new job, have been 
factors which have cured; Systemic—low 
fat, low salt diets (salt holds water in the 
tissues) and the treatment of any sys 
temic disorder. 

Migraine is curable but there is no oné 
“‘cure’”’ for migraine.— Mary E. O’S 
vAN, M.D., Bellevue Hospital, New Yo 
City. (The patient and his story is morg 
important than the medication.—Ed.) 


Chorionic Gonadotropin for Chronic 
Cystic Mastitis 


Chronic cystic mastitis and sterility 
are often associated. Study of the endo- 
metrium reveals much estrogenic acti- 
vity but little luteal (progesterone) stim- 
ulation. Chorionic gonadotropin in doses 
of 500 to 1,000 international units given 
2 or 3 times weekly for the two week 
mid-interval of the menstrual cycle re- 
sults in diminution of the breast masses, 
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improvement in the endometrial respo 
in patients with immature secretory & 
dometrium and in pregnancy in 1/3 0 
patients.—JosePpH H. Morton, M.D., Dé 
partment of Medicine, New York Med 
cal College, New York City. (The cho 
onic gonadotropin used was “A.P.L 
made by Ayerst, McKenna and Harris0l 
Ltd.) 
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Examples of Acceptable Schedules 
Utilizing Penicillin 


100,000 units per Ib. of body 
weight + 120 every 2 hours 
(tntremecestarty) 


OPTIC ATROPHY ead INTERSTITIAL KERATITIS 


Penicillin te usually given in « total dosage of 4.000.000 to 10,000,000 units. 
im the more serious forme of neurosyphilis the addition of fever therapy should be considered. 


<ensis by canons Sb tapets Geeags os Oe pe ee eas “ana Mf penicillin is utilised. it 


WAL SECURITY AGENCY 
Public Health Service 


Abnormal Aorta 


MAn abnormal thoracic aorta, as an mal aorta is an indication for a complete 
lated finding, does not carry with it cardiovascular survey.—H. B. KIRKLAND, 

h increased immediate mortality. This M.D., A.M. Lyte, M.D. and C. E. Kirss- 
mding is often associated with other mc, M.D., Prudential Insurance Com- 
idences of arteriosclerosis. An abnor- pany, Newark, New Jersey. 
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A. M. A. NOTES 


Protein Hydrolysate and Protein Metabolism 


TROTEINS are the building blocks of 

the body and aminoacids are the ba- 
sic protein units used for the formation 
of the complex proteins of cells. © 

Nitrogen metabolism: The study of the 
difference between intake of protein and 
loss in urine, feces, skin and abnormal 
routes. Any patient whose intake is 
greater than his loss is in positive nitro- 
gen balance; if his loss is greater than 
his intake, he is in negative nitrogen 
balance and is suffering from protein 
deficiency (hypo-proteinemia). : 

The average person requires 1 gram 
of protein for each 2.7 pounds (1 kilo- 
gram) of body weight to maintain nitro- 
gen balance. From 50 to 70 grams of pro- 
tein daily when in average health; this is 
inereased in illness, postoperatively, aft- 
er injuries, shock, hemorrhage. 

Hemoglobin deficiency is linked with 
protein deficiency. A post-operative pro- 
tein deficit is usually reflected in the 
hemoglobin level . . . it requires days, 
not hours, for regeneration of the protein 
deficit which follows an acute hypopro- 
teinemia due to above disorders or to 
insufficient protein intake. 

Injected plasma proteins are com- 
pletely utilized with no loss of nitrogen, 
with positive nitrogen balance, weight 
balance and no change in albumin- 
globulin ratio; it is also readily used for 
storage, mobile and plasma proteins. 

Clinical manifestations of protein de- 
ficiency: Traumatic edema, lassitude, fa- 
tigue, muscular weakness, psychoses (oc- 
casionally) , wound infection, delayed gas- 
tric emptying time, susceptibility to 
shock, toxic agents, liver injury, in- 
creased weight, hematocrit, interstitial 
volume plus decreased intestinal mo- 


tility, wound healing, enzyme formation, 
bile excretion, utilization and absorption 
of parenteral fluids such as salt, urinary 
excretion, blood proteins and the utiliza- 
tion, absorption and formation of 
proteins. 


Preoperative protein deficiency ig 
more frequent than suspected, especial: 
ly among patients with ulcer or cance 
of gastrointestinal tract, with cellulitis 
decubitus ulcers, burns, hemorrhage 
peritonitis, crushing tissue injuries. 


The protein hydrolysate used was ob 
tained from bovine blood, which was hy 
drolyzed by pancreatic enzymes... . the 


chloride) in each 100 cc. (this amoun 
may cause retention of edema fluid i 
the extremities, in the intestinal tra 
or at the site of operation.—Ed.) . . . 
may be given intravenously at the ratg 
of 1,000 cc. 1 to 1% hours, subev 
taneously or intramuscularly just : 
terior to the ilio-tibial band of the thigh 
at the rate of 1,000 cc. an hour. 
Protein hydrolysate can maintain posi 
tive nitrogen balance, when it is the sol 
source of protein; it can regenerate al 
bumin and hemglobin or prevent thei 
depletion and does not produce excessiv 
nitrogen excretion . . . 1,000 to 2,000 cc 
of protein hydrolysate are given dail 
for surgical procedures, except in th 
very serious operations, where 3,000 cq 
of hydrolysate, 1 cc. of vitamin B com 
plex and 50 mg. of vitamin C (cevitami 
acid) and 500 cc. of dextrose solutio 
(30 percent) are given.—Jacos Joseri 
WEINSTEIN, M.D., Gallinger Municip 
Hospital, Washington, D.C. (900 IT7t 
Street, N.W., Washington, 6, D. C.). 


The Infected Cervix: Symptoms and Treatment 


Symptoms: 
ache, painful or frequent urination or 
spotting (rare). 

Signs: Discharge, 


Vaginal discharge, back- 


loss of cervical 

epithelium, Nabothian cysts, cervix 

bleeds easily on manipulation. 
Treatment: Chemical with antiseptics, 


chemotherapeutic agents and antibio 
electrical with cautery or conizati 
with high frequency current; surgic 
with amputation (Sturmdorff) and repai 
of cervix. Conization is the ideal metho 
of treatment. 
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Minimum Standards of Diagnosis of 
Multiple Sclerosis 


The essential criteria of multiple scler- 
gsis are evidences of lesions affecting 
white matter chiefly, scattered in time 
and space. Ordinarily, the diagnosis can- 
nt be made unless there is evidence 
of more than one lesion or unless there 
we confirmatory laboratory findings 
spinal fluid, visual fields), but char- 
acteristic symptoms such as retrobulbar 
neuritis with central scotoma, acute 
transverse myelitis, palsy of one of the 
yeulomotor nerves, or weakness or numb- 
ness Of one extremity, create a pre- 
umption for the diagnosis. This pre- 
sumption is strengthened if one or more 


‘fof the common physical findings is pres- 


BDifficulty in speech, monoparesis, 
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ent, such as nystagmus, slight ataxia of 
the arms, absent abdominal reflexes, 
or positive Babinski or Oppenheim signs. 
In addition to the manifestations listed 
above the following are frequently found: 
or 
hemiparesis, spastic-ataxic gait, vertigo, 
frequency and urgency of urination, im- 
wtence, constipation, general weakness, 
frdle sensations and other paresthesias. 
Some type of alteration in the spinal 
fuid is found in about 70 per cent of 


Wases. These include a moderate increase 


of cells (10-100); increase of total pro- 
tein; alterations in the gold-sol curve 
(which should always be performed in 
suspected cases). 

‘In doubtful cases, neuro-syphilis, sub- 
acute combined sclerosis, neoplasm, and 
heriditary ataxia must be considered. 

Uncommon manifestations are: papil- 
ledema, psychoses, trigeminal and other 
types of neuralgia, facial palsy, head- 
ache, aphasia, and convulsions. 

Multiple sclerosis usually begins be- 
tween the ages of twenty and forty, 
but is not excluded by an onset before 
or after these limits. The symptoms 
are often precipitated by infection, and 
sometimes by pregnancy and injury, and 
if so, the diagnosis is rendered more 
probable. 

When the sensory symptoms are very 
pronounced, hysteria is occasionally mis- 
takenly diagnosed. Great care should be 
taken to avoid this.—Drs. Tracy J. Put- 
man, Richard M. Brickner, Colin Rus- 
sel and Gabriel Steiner. Association for 
Advancement of Research on Multiple 
Sclerosis, Inc., Academy of Medicine 
Building, 103rd Street and Fifth Ave., 
New York 29, N.Y. 
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Clinicopathologic Conference (Case 8) 


MALE INFANT, 7 weeks of age, 

had been ill with vomiting and 
diarrhea for 1 month, after a normal 
birth. Fever, diarrhea and cough ap- 
peared at age of 9 days. Five doses of 
4 sulfonamide tablets were given. An 
eruption appeared; due to sulfona- 
mides? 

Vomiting and diarrhea persisted, 
fever became higher (from 101 to 
104.6° F.) and the child did not im- 
prove despite blood transfusions and 
formula changes, paracentesis of right 
ear drum and penicillin. 

Examination: A dehydrated, weak in- 
fant weighing slightly over eight 


Male infant. 7weeks old 
weak - under nourished- 


la 






















pounds; the right ear drum was luster 
less and bulging; left was lusterless but 
not bulging. Left pneumonitis and pleu 
risy were diagnosed on physical find 
ings. 

Treatment: Bilateral incision of ear 
drums; pus drained from both incisions 
E. Coli, staphylococcus albus and dip 
lococcus pneumoniae were grown fro 
right ear pus; none from left. Severe 
acidosis required large amounts o 
fluids. Mastoid antrotomies were per 
formed, but. the patient’s conditior 


steadily deteriorated, and death fol 
lowed. 


Laboratory Findings and Parentera 
Therapy: See Tabie 1. 
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Condition worse- 
death followed - 


No specific cause of 
death was found - 
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CLINICOPATHOLOGIC CONFERENCE 


Table 1. Laboratory Findings and Parenteral Therapy 


Date 








CO2 0.9% 5% 16 Whole Bleod 
combining sodium dextrose molar blcod Plasma 
power of chloride solution sodium ce. ce. 

solution ce. lactate 
volumes % ce. solution 
Se ere as a gee oie 
1946 
5-16 50 250 100 
5-17 33, 27 133 157 133 100 
5-18 41 33 91 100 
5-19 30 200 100 
5-20 24 243 100 
5-21 39 200 75 125 100 100 
5.22 4 | 100 
5-23 29, 39 245 45 173 100 
5-24 28 290 215 50 100 100 
5-25 230 125 230 50 100 
5-26 40 200 100 255 100 
5-27 37, 52 50 125 100 100 
5-28 78 20 i A GS ek ais 
5-27 |Blood chlorides 630 mg. per 100 cc. (107 ~ 5.27 |Blood chlorides 630 mg. per 100 cc. (107 mEq. per liter) #282 per liter) 
Nonprotein nitrogen 42 mg. per per 100 cc. 
Plasma potassium 13.6 mg. per 100 cc. (3.5 mEq.) 
Plasma sodium 327 mg. per 100 cc. (142 mEq.) 
5-28 |Spinal Fluid sugar 110 mg. per 100 cc. 
____|Spinal fluid protein 292 mg. per 100 cc, fluid protein 292 mg. per 100 cc. 
—t!hlhl——eaelc( tcl CULtlhlhlhlUclh|hCUmtttC Hemoglobin Red | Leukocytes 
ea ee. es eee | al Blood Cells 
5-16 a. eo a oe | ee oe 4,090,000 24,200” 
5-20 Negative 
5-21 Negative 
5-23 Negative 13 42,100 
SO 13 | 14,900 
~~ 5.17 |Stool culture: Almost pure culture of alpha hemolytic streptococci; negative for 
Eberthella, Salmonella and Shigella. 
5-23 |Spinal fluid culture showed no growth. 





Necropsy 


Necropsy: Purulent crusts were found 
in both external ears. Granulation tis- 
sue, exudate and necrotic bone spicules 
were found in middle ear cavities, mas- 
toid antra and mastoid cavities. The 
mastoid wounds were healing well ex- 
cept for small points of drainage. 
There was no intracranial extension of 
inflammation. 

The small intestine was distended 
with gas distally to a point 18 cm. 
proximal to the ileocecal valve, beyond 
which it was collapsed; no obstruction 
could be demonstrated. 


Numerous and large ulcers were dem- 
onstrated in the distended jejunum and 


October, 1947 


ileum, along the mesenteric side of the 
bowel. The ulcers penetrated into the 
superficial muscularis but never to the 
serous coat nor were there any marks 
on the serosal surface. The inflamma- 
tion around them was relatively mild. 
Purulent exudate could be found in the 
largest ulcers; study did not reveal any 
specific organism including entameba 


- histolytica; Proteus vulgaris grew in 


large amounts. Mild acute lymphadeni- 
tis of the mesenteric nodes was present. 

Necropsy diagnosis: Otitis, media, 
acute, suppurative, bilateral; (E. Coli, 
Staphylococcus albus and Diplococcus 
pneumoniae) ; Mastoiditis, acute, sup- 
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purative, bilateral; Enteritis, acute ul- 
cerative, jejunum and ileum; pulmon- 
ary congestion and edema; mesenteric 
lymphadenitis. 


Discussion: 

In cases of intractable diarrhea, 
where no other focus can be found and 
the ear drums lack luster, both mas- 
toid antra may be opened and jelly-like 
material found. There is no bulging of 
the drum and no redness. The anterior 
superior canal wall may bulge. 


This disease is most frequently seen 
in infants between the ages of six and 
fourteen months. Postauricular inflam- 
mation and edema are uncommon; x- 
ray examination in infants is of little 
value. Careful examination of such 
cases of “hidden mastoiditis” usually 


reveals decreased luster and apparent 
thickening of the drum, and a bulging 
of the posterior-superior canal wall, 
due to the fact that tissues of the drum 
are continuous with those of the canal 
wall so that pus may dissect along a 


path from the middle ear to a point be- 
neath the periosteum of the external 
canal wall. 


The cortical bone over the infant’s 
mastoid antrum is thin, permitting open- 
ing and drainage with little harm to 
the general condition. When the severe 
diarrhea is due to mastoid antrum in- 
fection, improvement usually occurs in 
24 hours after operation. 


Fluid Requirements in Infants 


The fluid requirement of babies is 
much higher than that in adults. 43 per 
cent of body fluid of infants is extracel- 
lular, and thus very readily lost, as com- 
pared to 20 percent in the adult. The 
kidney of the infant is far less efficient 
than that of the adult. Rapid and severe 
weight loss is therefore possible. 

Vomiting of the acid gastric juice 
results in alkalosis. Pancreatic juice is 


high in bicarbonate; this is lost in diar- 
rhea. Blood proteins, normally low in 
infants, decreases as does blood volume. 

Protein, fluid, electrolytes, base and 
food must be furnished. 4 percent so- 
dium bicarbonate solution may be given 
(this must not be sterilized by heat or 
sodium carbonate will be formed) or 
better, 1/6 molar sodium lactate solu- 
tion which is converted into bicarbon- 
ate after it is given. 


Glucose and plasma are given for 
their food value. Potassium is lost from 
within the cell and replaced by sodium. 
Rehydration is possible only after the 
potassium is replaced and the sodium 
released. Darrow’s solution (2 Gm. 
potassium chloride, 3 Gm. sodium 
chloride, 40 cc. molar lactate, 710 cc. 
water) is given subcutaneously only, at 
a rate of 8 to 10 cc. per kilogram of 
the infant’s body weight per hour, up to 
a maximum of 80 cc. per kg. in %4 
hours. It is not required if oral feeding 
is possible, and should not be given 
unless circulation and renal function 
are good. 


If the blood serum potassium is be’ 
low 5  milliequivalents, intracellula 
fluid has been lost. 


Effect of Plasma 


Plasma given intravenously is nol 
kept in the blood stream. The protei 
is used for food protein. Plasma protein 
levels are not raised above normal by 
giving of intravenous plasma. 


No specific immediate cause of death 
was found. 


[Abstracted from a Clinicopathologic con 
ference at University of Iowa Co 
Medicine, Towa City, Iowa, Oct. 


W. C. Hufmann (Otolaryngology), G. Stearns 
(Pediatrics), E. D. Warner (Pathology), P. 

Jeans (Pediatrics) , E. D. Plass (Obstetrics) 
I. H. Borts (Public Health), H. R. Meyer 
(Neurosurgery), A. Sahs (Neurology), f 
Jackson (Pediatrics). The complete proceed 
ings were published in the Journal of th 
Iowa State Medical Society, December, 1946. 
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PICTORIAL SECTION 


Recognition of Spondylolisthesis 


Spondylolisthesis, a former displace- 
ment of the vertebral body accom- 
panied by bone defects in its isthmi, 
was formerly thought to be very rare. 
As a result of studies on 2,000 sup- 
posedly normal candidates for the 
Armed Forces, 4.4 percent were found 
to have spondylolithesis or its pre- 
cursor. Only 0.5 percent complained of 
any _present or previous back pain, 
however. 

Clinical signs of spondylolisthesis: 
Fig. A. Indicates the typical sign of a 
dimple or groove above the involved 
vertebra. Fig. B. Indicates the normal 
arrangement of spinal processes and 
Fig. C, the undue prominence of this 


Groove _--~} 
above 4 
vertebra V- 


vertebrae, in advanced cases. With full 
flexion of the spine, a prominent, ten- 
der, lumbar spinous process can be de- 
tected which is more mobile than nor- 
mal. An undue amount of flexion of the 
spine is denoted. Persons having the 
above signs should be x-rayed. 

Fig. D. and E.: Forward motion of 
the vertebral body can be demonstrated 
in almost one-half of those cases having 
isthmus defects, by x-ray studies made 
with the patient in full flexion and in 
extension. 

(Clinical Medicine pictorial summary 
of the article of Wilbur Bailey, M.D., 
in Radiology, Vol. 48, pages 107-112, 
Feb. 1947.) 


Spinous process 


in extension. 





PICTORIAL SECTION 


The Normal Heart 


Some physicians are reluctant to tain cardiologists and clinics .who fre. 
state that a heart is perfectly normal, quently call attention to errors in diag. 
for fear that later examination may nosis or overlooking of organic cardiac 


disclose some lesion. This tendency to disease by physicians. Many physicians 
play safe has not been helped by cer- also believe that the electrocardiogram 


No murmurs at base of heart 


No diastolic murmurs(or presystolic) 
No loud systolic murmurs. 


Fig. 1 


electrocardiographic 
findings should not 
be used asthe sole 
evidence of heart 
disease (willis) 


Fig. 3 


Good cardiac reserve 
Fig. 4 
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PICTORIAL SECTION 


is the most perfect method of study of 
heart disease, an obvious error. 


F. A. Willius, chief of cardiology at 
the Mayo Clinic, has written and spoken 
repeatedly on recognition of the nor- 
mal heart. He writes to Clinical Medi- 
cine, “In a survey of the literature of 
the present century, that is in the last 
forty-six years, only thirty odd articles 
on this subject have appeared in the lit- 
erature. On the other hand, the number 
dealing with recognition of cardiac dis- 
ease comprises a great part of medical 
publications. 


“Undler your caption of Neurocircu- 
latory Asthenia special emphasis should 
be placed upon the silent group of pa- 
tients with coronary disease. They may, 
at times, have very vague symptoms 
with completely negative findings. 


“Might I suggest an additional con- 
sideration, namely, the placing of em- 
phasis on minor electrocardiographic 
findings as sole evidence of heart dis- 
ease? This practice has become so 
widespread and so abused that I am 
sure it is playing a tremendous role in 
the erroneous diagnosis of cardiac dis- 


! 

i 

right |! 

S estaiaie ; iets 
beneath! 
sternum 


clavicular 
line 
Fig. 5 
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- inside mid- 


ease and the production of countless car- 
diac invalids.” 

The staff of Clinical Medicine assem- 
bled together the requisites for the diag- 
nosis of a normal heart and present 
them in pictorial form. Fig. 1, 2. A nor- 
mal heart does not present murmurs at 
the base of the heart, diastolic or pre- 
systolic murmurs or loud systolic mur- 
murs. 

Fig. 3. Minor electrocardiographic 
changes are not used as the sole evi- 
dence of heart disease. 

Fig. 4. Good cardiac reserve is evi- 
denced by ability to climb stairs, walk 
briskly uphill or carry on other mod- 
erately strenuous activities. The dia- 
stolic blood pressure is 90 mm. of mer- 
cury or less. 

Fig. 5. The right border of the heart 
is beneath the sternum; the left bor- 
der does not extend past the mid-clavic- 
ular line. 

Fig. 6. No thrills can be felt on pal- 
pating the precordium. (These state- 
ments were submitted to Dr. Willius). 

Such a heart is normal, its possessor 
should be encouraged to do anything he 
wishes and should be told firmly that 


his heart is free of disease. 


No thrills 


Fig. 6 





EDITORIALS 


Your Patient and Your Fee 


| eae physician should be willing 
to confront himself every day or 
every week with some such check list 
as the following: 


Do I consider my patient’s time as 
important to him as mine is to me, 
and so plan my schedule that he is not 
kept waiting for an unreasonable 
period? 

Do I make certain that my secretary, 
or my nurse, and any others who come 
in contact with my patients are not 
only competent but also understanding 
and sympathetic? 

Am I trying to crowd too many peo- 
ple into too short a time to permit me 
to practice good medicine? 

Am I willing to admit my limita- 
tions as to time and training and refer 


to others those patients who can be 
served better by them? 


Do I have my patients return for 
subsequent appointments only when 
necessary? Make only such laboratory 
tests as I am sure I need, and never 
perform unnecessary operations? 


_ Do I exert my full influence to have 

my hospital well-equipped only, but 
staffed with people who are human as 
well as scientific? 


Do I discuss my fees frankly with 
my patient before the work is done and 
do I invite discussion as to his ability 
to meet these charges? 

In setting my fee do I make any 
effort to learn of the patient’s other 
current medical, dental and hospital ex- 
penses for his family so that my charge 
is based upon the relation of the en- 
tire medical expense to the patient’s 
ability to pay? 

Do I instruct my patients regarding 
prepayment plans and if they are mem- 
bers do I ever overcharge? 
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In short, are my charges absolutely 
fair? 

And have I done everything possible 
to create a feeling of satisfaction in my 


patient as a result of his relationship 
with me? 


There would not be the change in 
public attitude toward the present sys- 
tem of medical care if each and “every 
doctor could answer satisfactorily this 
list of questions! 


If a man feels that he has good medi- 
cal care, been treated courteously and 
promptly by the doctor and -his office 
assistants, and—most important of all 
—has been charged a reasonable fee, 
he will turn a deaf ear to proposals 
for government control of medicine. He 
has become one of your allies. More- 
over, he will more readily return for 
further care when next he feels the 
need. 


However, if a patient’s experience 
has been the opposite, the doctor may 
not only have lost a patient but prob- 
ably developed a new, attentive listener 
to the next proposal to which the medi- 
cal profession is opposed. That doctor 
has created that enemy.—R. T. Ricu, 
in Rocky Mountain Med. Jour., May 
1947, 


Conditioned Nutritional 
Deficiencies 


W. B. Castle (Nutritional Reviews, 3, 
289, October 1945) points out that, even 
when the diet is qualitatively and quan- 
titatively adequate for the demands of 
normal metabolism, there are sporadic 
cases of nutritional deficiency in the 
presence of disease or dysfunction of 
certain organs. Such “conditioned nutri- 
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tional deficiencies” arise frequently 
from gastro-intestinal disorders (poor 
dentition, chronic diarrhea, gastric ana- 
cidity, defective intestinal absorption, 
et cetera) and in the presence of liver 
disease. 







A less known “conditioned nutrition- 
al deficiency” mechanism occurs when 
some essential metabolic system of the 
body is interfered with by the substitu- 
tion of a non-nutritional substance for 
an essential nutritional factor. Ordinar- 
ily such antagonistic non-nutritional 
substances have chemical structures re- 
sembling the dietary factor for which 
they substitute. Such an antagonism is 
demonstrated in the bacteriology la- 
boratory by the effects of sulphona- 
mides and paraaminobenzoic acid on 
the growth of various bacteria. 















In animals, on diets adequate in all 
respects, classical deficiency syndromes, 
including those of thiamine, riboflavin, 
nicotinic acid, ascorbic acid and vita- 
min K, have been produced, not by die- 
tary restriction, but by adding to the 
diet sufficient amounts of compounds 
with appropriate structural resemblance 
to these vitamins. Apparently the pro- 
duction of deficiency syndromes de- 
pends entirely upon the quantitative re- 
lationship of pseudo-vitamin and the 
corresponding true vitamin in the diet. 
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loctor 
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Furthermore, the protective action of 
casein and riboflavin, or of cystine and 
choline against hepatic cancer produced 
by butter yellow is apparently due to 
the maintenance of essential enzyme 
systems which are inhibited by the meta- 
bolic derivatives of butter yellow. An- 
other example is the need for Lacto- 
bacillus casei factor and alpha- and 
beta-pyracin in the prevention of sul- 
phonamide induced anemia in chicks 
-gand in the similarly produced anemia 
and leukopenia in rats. 


Similar experiments with the admin- 
istration of sulphonamides to rats not 
i fon a restricted diet permitted longer 
‘survival and the eventual development 
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of hypothyroidism. These experiments 
led eventually to the clinical application 
of thiouracil, in the therapeutic use of 
which “conditioned nutritional defi- 
ciency” is again suggested by the occa- 
sional occurrence of agranulocytosis. 

Castle concludes that more attention 
to the principle of “conditioned nutri- 
tional deficiency” may lead to the clari- 
fication of many fundamental nutri- 
tional problems and possibly of such 
puzzling conditions as arteriosclerosis, 
chronic arthritis and cancer.—C. D. 
Marple, M.D. 


“The greater our success in switching 
the conversation from symptoms to per- 
sonal affairs, the sconer do we come into 
possession of the real problems dis- 
turbing the patient.’’-—J. R. Cavanaugh, 
M.D. 


Recipe for a Competent General 
Practitioner 
AS as though another well trained 


physician was looking over your 
shoulder, observing your history tak- 
ing, your physical examinations, your 
differential diagnoses and your medi- 
cal or surgical technic. 
Act as though your patients’ records 
were regularly checked by other phy- 
sicians for thoroughness of study, 


- breadth of judgment, your honesty in 


deciding whether you are competent to 
complete the diagnosis and to carry 
out the treatment, or both. 

Act so that you can look any patient 
in the eye and say, without fear of 
contradiction, “You have received the 
best medical care known.” 

So that you will know what the best 
care is, study an hour a day at home, 
go to a medical meeting every year, 
take a postgraduate course every two 
years. 

Do these things and you will become 
a competent general practitioner, your 
patients will be happy, and your prac- 
tice will enlarge as you wish. ~ 





Female Urological Symptoms as 
Related to Gynecology 


By JosepH Harotp FRIEDMAN, M.D. 
Attending Urologist, Manhattan State Hospital New York, N. Y. 


a“ urological conditions in the fe- 
male should be considered as a 
part of gynecology. Therefore, the 
gynecologist should have a thorough 
knowledge of urology to be more effi- 
cient. From the close relationship of 
one system to the other, it is very 
easy to make an error in diagnosis. 
Women with pus in the urine are often 
diagnosed as having cystitis, and given 
bladder irrigations, when the main fo- 
cus of disease is due to a gynecological 
condition. As the cervix is so close to 
the floor of the bladder, it is easy to 
see why a chronic cervicitis would pro- 
duce trigonitis and urethritis with the 
symptoms of bladder irritability and 
frequency of urination, backache, and 
leukorrhea. Urinary symptoms may 
also be caused by mechanical pressure 
of large uterine tumors or ovarian 
tumors or cysts. 


No thorough gynecological examina- 
tion is complete without a careful urine 


examination and this should include ex- _ 


amination for albumin, sugar, indican, 
acetone, diacetic acid, pus, blood, casts, 
kidney function and blood chemistry 
studies. All specimens should be cathe- 
terized due to leukorrhea and bloody 
vaginal discharge, which might be 
present. 

During the menopause, certain blad- 
der changes take place, such as local 
atrophy of the trigone, loss of sphinc- 
ter tone, increased sensitivity to the 
moistening urine, and the lowered 
threshold of the vasomotor and sym- 
pathetic systems. 

There are often associated gastro- 
intestinal symptoms, varying slightly 
from accumulations of gas to severe 
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nausea and vomiting attacks of diar. 
rhea or of colitis. 


If the dysmenorrhea is of ureteral 
rather than of genital origin, the ure. 
ters will be most sensitive to pressure 
over their course, through the broad 
ligament, and on palpation in this re 
gion the patient often has simulated 
menstrual pain. 

All patients who are to have deep 
X-ray therapy or radium of the pelvic 
organs should first have a thorough cys- 
toscopic study to determine whether or 
not ureteral strictures and damaged 
kidneys already exist. Each patient who 
is subjected to irradiation, should be 
followed carefully in the early months 
after the treatment with frequent ure. 
teral dilatations. In this way it can be 
determined how much of the damage is 
due to the irradiation and at the same 
time can probably prevent the serious 
late effects as manifested in the dense 
strictures of ureters and hydronephro- 
sis. 

Dilatation 

Dilatation of the kidney, pelvis and 
ureters during pregnancy has _ been 
known for a long time. Many theories 
have been advanced as to etiology; 
pressure of an enlarging uterus on the 
ureter as it crosses the pelvis brim 
seems a plausible explanation. This is 
a very common condition with vary- 
ing degrees of dilatation of kidneys and 
ureters. The right side is more often 
affected than the left, this is probably 
due to the fact that the right ureter 
crosses the iliac vessels at almost a 
right angle—the left more acutely. The 
dilatation starts earlier in multiparous 
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than in primiparous and the ureters us- 
ually appear elongated, tortuous and 
kinked, especially at the uretero-pelvic 
junction and farther down in the lum- 
bar region there is a lateral displace- 
ment of the ureter. A typical case oc- 
curs in about the fifth month of preg- 
nancy. The patient complains of pain 
in the costovertebrael and iliac regions 
with accompanying symptoms of sec- 
ondary cystitis. Intravenous urograms 
show dilatation of the ureter above the 
crest of the ilium with a secondary hy- 
dronephrosis, a Dietl’s crisis with re- 
tention. Temperature ranges from 100 
to 104 degrees; this can only be re- 
lieved by passage of a ureteral cathe- 
ter into the kidney pelvis and left in 
situ for forty-eight hours. 


The great majority of women with 
pregnancy toexmias, toxic vomiting and 
eclampsia show a marked dilatation of 
their upper urinary tracts; and I be- 
lieve that the reabsorption of urinary 
waste products in these cases is respon- 
sible for such toxic states. 


Diagnostic Errors 


Lesions of the female generative or- 
gans are often responsible for symp- 
toms suggestive of urinary tract pathol- 
ogy and not infrequently they are the 
principal etiologic factors in many of 
the diseases of the urinary tract. Con- 
versely, pathologic conditions of the 
kidneys, ureters, bladder and urethra 
may at times simulate the various le- 
sions of the uterus, tubes and ovaries. 
These facts are more readily appreciat- 
ed when the close proximity of the 
urethra, bladder and lower third of the 
ureters to the female pelvic organs and 
the intimate arterial, venous, lymphatic 
and nerve relationships are taken into 
consideration. 


Mistaken diagnoses are more com- 
mon in women and many have under- 
gone prolonged and useless treatment 
with tampons and pessaries as well as 
numerous unnecessary operations be- 
cause of incomplete investigation of the 
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urinary as well as the generative tracts. 

Salpingitis is the most common gyne- 
cologic condition requiring differentia- 
tion from disease in the urinary tract. 


The infected cervix, so common in 
women, is probably a more important 
etiologic factor in urinary tract infec- 
tion than is generally appreciated. 

A distended bladder has occasionally 
been mistaken for a pelvic tumor, most 
often for an ovarian cyst. This condi- 
tion may be due to obstruction of the 
urethra by a stricture, external pressure 
(uterine fibroid) or neurogenic dys- 
function. The use of a catheter will of.- 
ten solve the question. 


Urologists and gynecologists are 
gradually awakening to a realization of 
the frequency of strictures of the female 
urethra as important etiologic factors 
causing urinary tract symptoms. 


Frequency of Urination 

The shortness of the urethra, together 
with its close proximity to the vagina 
and rectum, has a direct bearing on 
the greater frequency of non-gonorrheal 
urethritis and upper urinary tract in- 
fections in the female. Urethritis, which 
is associated with trigonitis, is respon- 
sible for the majority of cases of fre- 
quency of urination, the most common 
urinary disturbance in the female sex. 


Greater care and attention should be 
directed to preliminary investigation of 
the genito-urinary tract. Ureteral cathe- 
terization is definitely indicated before 
some operations, especially in large 
uterine fibroids. 

Often we examine patients who com- 
plain of frequency of urination and 
find no pathology in the urinary tract 
but some other condition such as a 
fibroid of the lower anterior wall of the 
uterus or of the cervix jutting into the 
posterior wall of the bladder; a retro- 
verted uterus with its cervix impinging 
against the bladder, thus irritating the 
trigone; a pathological ante-flexion of 
the uterus with the fundus jutting into 
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the bladder; a carcinoma of the cervix 
elevating and indenting the bladder; or 
a mass in the pouch of Douglas, which 
presses the uterus forward into the 
bladder, thus elevating the trigone. 
This elevating of the trigone is impor- 
tant from a pathological standpoint. 
Just as important is the depression of 
the trigone. After nearly every deliv- 
ery, there is some depression of the 
anterior wall, which increases with the 
number of deliveries and with age, and 
which gives rise to a cystocele. 


This condition cannot be cured by 
medication if the cause of the pathol- 
ogy is left. The cystocele must be re- 
paired if we expect a cure. 


Since the majority of the urinary 
tract symptoms to which the gynecolo- 
gist must be alert are those in which 
there is a clear urine and lack of ureth- 
ral discharge, he will keep in mind the 
possibility of urethritis caused by cer- 
vicitis and the congestion produced by 


chronic sexual dissatisfaction, mastur- 
bation, and the so-called erotic urethri- 
tis. Foreign bodies inserted into the ure- 
thra for erotic stimulation may slip into 
the bladder and produce symptoms. 


The findings on pelvic examination 
may be sufficient to warrant conclusion 
that the symptoms are explained solely 
by some pelvic lesion, while in reality 
this is of but minor importance. Rou- 
tine use of the cystoscope in all cases 
presenting bladder symptoms will soon 
prove that such complications are by no 
means rare. 


Summary 


A summation of investigation indi- 
cates that the most serious results of 
trauma to the major portion of the 
bladder—the dome or vault--is over- 
distensibility. The serious damage 
which these bladders suffer is destruc- 
tive injuries to the trigonal muscle, 
either at its urethra or trigonal ends 
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and to the sphincter muscle of the 
urethra. 


Lesions of the gastro-intestinal tract 
probably constitute the largest group 
that calls for differentiation, and of 
these appendicitis heads the list. The 
differentiation between acute appendi- 
citis and acute pyelitis is difficult, es- 
pecially if the patient with an acute 
disease of the appendix has some red 
blood cells and perhaps a few pus cells 
in the urine and it is difficult to ob- 
tain an accurate history. 


The important anatomical divisions 
of the bladder are the urethra, vesi- 
cal neck, ureteral openings, interurete- 
ric ridge, trigone and the roof. The 
examiner must be familiar with the 
above landmarks in order to do effec- 
tive cystoscopic examinations. 


Cystoscopy is a definite aid in gyne- 
cological diagnosis and _ treatment. 
Pyelography is one of the most im- 
portant parts of cystoscopy. 


Conclusions 


1. It is felt that a urological exami- 
nation should be an integral part of a 
complete gynecological investigation. 


2. Pyelitis of pregnancy is a frequent 
occurrence and one should always be 
aware of the physiologic changes which 
take place in the ureters incident to the 
hormonal stimulation due to preg: 
nancy. 


3. Salpingitis is the most common 
gynecological condition requiring dif- 
ferentiation from urinary tract disease. 


4. Many cases of definite disease in 
the urinary tract are overlooked be- 
cause pus and blood are not found in 
the urine. No exclusion should be made 
without instituting cystoscopy, ureteral 
catheterization and retrograde pyelo- 
graphy. 

5. Early repair of cystocele would 


prevent the onset of urinary pathology. 
114 East 54th Street. 
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Ectopic Gestation 


By Hamiton Baley, F.R.C.S., London, England 


The pain, often sharp and stabbing. 
frequently radiates to the rectum (the 
so-called ‘lavatory sign’). 


The temperature may be normal, but 
quite often it is raised a little. In six 
per cent of cases, it is subnormal. 


Observe the abdomen. Slight disten- 
sion is often in evidence. It is due to 
meteorism, which comes on early when 
there is blood in the peritoneal cavity. 
The abdomen moves well with respira- 
tion. On palpation there is usually ab- 
sence of rigidity, but deep tenderness 
in one or both hypogastric areas is in- 
variably present (Fig. 1). Cullen noted 
a blue discoloration of the umbilicus. 
This is a most exceptional phenomenon, 
but it should be looked for in passing. 


Shoulder pain does not usually come 
on until the hemorrhage is considerable 
and it occurs in about 30 per cent of 
cases. It is a common mistake to be- 
lieve that the pain is referred only to 
the left shoulder. Stanley Way found 
that of 24 patients showing the sign, the 
pain was referred to the right shoulder 
in 13, to the left shoulder in 4, and to 
both shoulders in 7. The side of the 
pain bore no relation to the side of the 
gestation. On two occasions I observe 
that the patients complained of shoul- 
der pain after the foot of the bed had 
been raised on blocks. This fully sub- 
stantiates the theory that the phenome- 
non is due to irritation of branches of 
the phrenic nerve on the under surface 
of the diaphragm by blood. 

Shifting dullness should be sought. If 
sufficient fluid blood is in the peritoneal 
cavity, the sign will be positive. 


Vaginal examination.In over half the 
cases there is a loss of blood per vagi- 
na; this is sometimes darker and 
thicker than the normal menstrual flow 
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(‘prune juice blood’). In 50 per cent 
of cases the cervix feels softer than 
usual. All the fornices are tender, and 
this is of considerable importance, as in 
inflammatory conditions tenderness is 
present only in the posterior and lateral 
fornices (Connell). 


Rectal examination. Usually a tender 
swelling is present in the Pouch of 
Douglas. 


The patient should be questioned 
about the dates of her monthly periods. 
The history of a missed period is of 
the greatest possible significance, but 
it is by no means always obtainable. 


If ‘ruptured ectopic’, as it is called, 
is doubtful, re-examine the patient in 
half an hour. Remain ectopic-minded 
(Johnson). 


UNILATERAL OR 
TERA OFFp 


Fig. 1. Only when a clinician becomes ec- 
topic-minded are cases of tubal abortion and 
tubal rupture likely to be diagnosed early. 
Of cardinal significance, the history of a 
missed period is too often lacking to be a 
sheet anchor. 
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Deafness: A Therapeutic Problem 


Deafness may be divided roughly into 
three groups: The first group includes 
those cases which are due to mechan- 
ical interference with the vibrating parts 
(conduction deafness). The second group 
includes those which have suffered dam- 
age within the cochlea (nerve deafness). 
The third group includes miscellaneous 
intracranial conditions such as tumor, 
meningitis, certain rare bone diseases 
and probably also cerebral arterioscle- 
rosis. 


These do not usually occur as sep- 
arate entities, but are generally com- 
bined, with one type or the other pre- 
dominating. Deafness from acute otitis 
media is an example, however, of pure 
mechanical deafness, whereas deafness 
from mumps furnishes an example of 
pure nerve deafness. 


Middle ear or conduction deafness has 
a number of causes, prominent among 
which are acute and chronic otitis media, 
mastoiditis, pathologic changes of the 
Eustachian tube and otosclerosis. 


Chronic otitis media causes some de- 
terioration of hearing as long as it exists 
and is prone to make permanent path- 
ologic changes in the middle ear which 
causes permanent loss of hearing. These 
sequelae include thickening of the drum 
and epithelium, adhesions retraction and 
perforation of the drum. 


Inflamatory changes and hypertrophies 
in the Eustachian tube or at its pharyn- 
geal extremity, cause hearing loss by 
cutting off the middle ear from atmos- 
pheric pressure. The air pressure on 
both sides of the drum head must be 
equal in order to permit free vibration. 
Normally the pressure is equalized fre- 
quently through the Eustachian tube 
during the swallowing and yawning. 
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When the tube does not thus open, be- 
cause of swelling, or for some other 
reason, a partial vacuum results in the 
middle ear together with some impair- 
ment of hearing. In children, this is 
often due to lymphoid hypertrophy at 
the pharyngeal end. Many adults have 
slit-like Eustachian openings in the 
pharynx instead of round ones. These 
people are prone to have ear discom- 
fort and impaired hearing following 
marked changes in barometric pressure. 

Otosclerosis is an inherited disease 
of the bony capsule which surrounds 
the internal ear. The hearing organ other- 
wise may remain more or less normal, 
but it becomes separated from the vi- 
brating portions of the ear mechanism 
by a wall of bone, so to speak. 

Treatment.—If colds can be prevented, 
and when they occur, if they are treated 
by bed rest and isolation, otitis media 
ordinarily does not occur. When otitis 
media does occur, it can usually be 
cleared up fairly promptly with standard 
procedures such as dry wiping, instil- 
lation of antiseptic solutions, free drain- 
age, diathermy, and when necessary 
bed rest, sulfonamides or pencillin. Re- 
duction in hearing acuity may persist 
for a week or two after drainage cases, 
but. soon returns to normal without any 
permanent effects. 

Chronic otitis media can usually be 
cleared up with or without surgery, and 
practical conversational hearing pre- 
served. Any loss will depend upon the 
permanent pathologic changes in the 
middle ear. 

Perforations in the pars tensa (drum 
sequelae of chronic otitis media) are 
more amenable to treatment. They can 
sometimes be induced to close up by 
gently cauterizing the margins and thus 
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encouraging scar formation. These scars 
tend to contract and to close the hole. 
Patches: placed over perforations are 
successful in two ways: They encourage 
closure of the opening by new tissue 
and at the same time make the patients 
hear better while the patch is worn. 
Piacing a patch cut from cigarette pa- 
per and soaked in glycerine over the 
perforation, hearing is very much bet- 
ter as soon as this is in place. It must 
be renewed every two or three weeks. 

The hearing is often improved, or 
at last conserved by radical mastoid 
operation if a chronic otitis or mas- 
toiditis does not respond to more con- 
servative treatment. 

The success in treating a pathologic 
condition in the Eustachian tube depends 
upon its nature. If it is a true stenosis 
of the tube, treatment will probably 
accomplish nothing. On the other hand, 
as not infrequently happens, there may 
be hypertrophied lymphoid tissue in the 
cushion and pharyngeal orifice. This can 
be treated successfully by radium used 
in proper applicators or by deep x-ray 
therapy. 

The surgical treatment of otosclerosis 
is one of the encouraging bright spots 
in otology. Until the operation of fenes- 
tration was developed, these patients 
experienced a steadily progressive loss 
of hearing. 

The operation consists essentially in 
making a new artificial window to re- 
place the one which has become anky- 
losed by the otosclerotic process. It is 
technically difficult and time—consum- 
ing and the results are by no means 
perfect. 

There are many types of deafness 
which are caused by noisy occupations, 
such as boiler making, ship building, 
and rock crushing. The changes, are 
reversible up to a point, beyond which 
they become irreversible and the hear- 
ing loss is permanent. 

Toxic nerve deafness occurs following 
administration of various drugs and after 
certain infections. (Quinine, salicylates 
and salol). Some individuals can take 
quinine in considerable dosage over long 
periods of time, whereas others cannot 
take small single doses without devel- 
oping tinnitus. 

Treatment: The cause of the ordinary 
spontaneous senile nerve deafness is un- 
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known, There is no known effective ther- 
apy. The hearing cannot be restored, 
nor can the progress of loss be stopped. 
Treatment is psychological and substi- 
tutional. The patient must accept his 
handicap and learn lip reading, or use 
a hearing aid. 

Occupational deafness is treated best 
by prevention. If it is impossible to 
reduce the noise in a factory, then 
those who are susceptible to noise should 
be screened out and urged to take some 
other occupation. 

The treatment of toxic nerve deaf- 
ness is, of course, the removal of the 
cause. If damage by disease such as 
mumps or meningitis is sufficiently se- 
vere, deafness will be permanent. —A.C. 
Hiwpine, M.D., in Minn., Med., June 1947. 


Relapses in Vivax Malaria 

In thousands of cases of malaria in- 
fected by the Guadalcanal strain of vi- 
vax, the intervals separating relapses 
average 35 days, i.e., the peak of the 
relapses occurs in the sixth week, while 
in the vivax malaria encountered in 
the Southeastern United States, the in- 
terval between relapses may be as long 
as eight or nine months. Atabrine has 
approximately the same effect in vi- 
vax malaria in suppressive doses as 
it does in falciparum with few excep- 
tions, but it must be given over a 
long period of time, certainly longer than 
six months, in vivax. Both on theoreti- 
cal grounds and by observation, men 
on suppressive atabrine therapy of 1 
tablet daily will occasionally ‘break 
through’”’ with clinical malaria, but for 
practical purposes one tablet of ata- 
brine daily will protect.—Bull. Johns 
Hopkins Hosp., Nov. 1946. 


Bulbar Symptoms in Poliomyelitis 

In a case known to be or suspected of 
being poliomyelitis, the following symp- 
toms indicate bulbar invo!'vement: (1) 
Fluid regurgitation through the nose. 
(2) Change in voice. (3) A lag in the mo- 
tion of the palate and loss of the gag 
reflex, (4) Dysphagia increasing as mu- 
cus accumulates in the pharynx. (5) 
Tachycardia and feeble pulse, and (6) 
Cardiac and respiratory failure with ap- 
pearance of dusky pallor.—P. M. Stim- 
son, J. Pediat., Jan. 1946. 
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Cartilage Grafts 


As in all tissue grafts, there are three 
separate types of cartilage grafts which 
theoretically can be used: Heterogenous 
grafts (beef cartilage); homogenous 
grafts (one human being to another); 
and autogenous grafts (one. part of the 
body to another). Cadaver grafts are 
dead, inert and act as foreign bodies. 
Heterogenous grafts are never used; 
homologous grafts have been discarded 
as they absorb with time; this is true 
also of cadaver grafts. Only autogenous 
grafts act as true grafts and live. Car- 
tilage can be cut into various forms and 
a desired contour obtained either by the 
external application of a latex form or 
by the internal fixation by means of a 
perforated metallic form. The former 
method is particularly applicable to in- 
juries to the malar eminences, the latter 
in reconstruction of the ear.—ForRest 
Younc, M.D., in Industrial Medicine, 
Oct. 1946. 


Nutrition of Premature Infants 

The addition of 2.5 grams of amino 
acids per kilogram of body weight to 
breast milk fed premature infants ac- 
celerates growth appreciably. Under 
such therapy the majority of infants 
gain between 30 and 35 grams per day, 
reducing the mortality and morbidity 
among such infants materially. The most 
underdeveloped infants, with birth- 
weights between 1300 and 1509 grams, 
show the best response (Magnusson, 
Jorpes & Wretland, Lancet 1946). An 
amino acid mixture, casein hydrolysate 
produced by enzyme action and purified 
by dialysis, can be administered intra- 
venously and other nutrients and drugs 
may be added to the solution.—E. Jorres 
AND W. Kock, Med. Annals Dist. Colum- 
bia, Nov. 1946. 


Pain and Functional States 

Individuals who have no organic lesion 
can have real pain. Pain of various 
types is a common feature of depressed 
states and of tension states. Psychiatric 
treatment may relieve pain in patients 
of this sort, particularly electric shock or 
some other safe form of shock therapy. 
—M. C. Giupga, J. Missouri M. Assoc., 
Sept. 1946. 
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Podophyllin for Condylomata 
Acuminata 

A 25 percent suspension of podophyl- 
lin resin im mineral oil will cure al- 
most all cases of condylomata acumi- 
nata (nonvenereal warts). The patient 
is asked to empty the bladder, the part 
is washed and dried, podophyllin sus- 
pension is applied directly and freely 
to the condylomata with special care 
that the base or pedicle is reached, 
and that a small amount extends over 
to the normal mucosa. The patient 
bathes the part thoroughly 14 hours after 
the application. A second application is 
made in 4 days if the lesion has not 
disappeared. — W. M. Ftacc, M.D., in 
Urol. & Cut. Rev., April 1947. 


Fibroid Plus Cancer 


In 5 percent of cases with uterine 
fibroid, a thorough curettage revealed 
complicating carcinoma of the endome- 
trium. This emphasizes the danger of 
treating an evident myoma with x-ray 
or radium before ascertaining what com- 
plications may be present. This applies 
to treatment with hysterectomy. Tho- 
rough palpation at the time of curettage 
will permit the discovery of silent ovar- 
ion carcinoma.—R. J. Crossen, M. D., 
in J.A.M.A., March 1, 1947. 


Osteomyelitis of Fingers 

Osteomyelitis of fingers may be cured 
by small doses of x-ray. A persistent 
subacute or chronic osteomyelitis of one 
or more phalanges or a metacarpal is a 
troublesome complication of a septic fin- 
ger. Pain, tenderness and a persistent 
discharging sinus may disable the pa- 
tient for months. The ordinary fluoro- 
scope screen was used at the normal 
screening distance (60 kilovolts, 3 mil- 
liamperes) for 3 minutes once weekly, 
for 3 to 5 weeks.—ALFREDA BaKeER, M.D. 
in Proc. Royal Soc. Med., Jan. 1947. 

(This method of treatment was used 
because war damage in England pre- 
vented access to radiotherapy outfits. 
The author cautions that a radiologist 
should carry out such treatment and 
mentions that 20 minutes of such usual 
fluoroscopy time constitutes an erythema 
dose of x-ray.—Ed.) 
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Safer Gall Bladder Surgery 


Good exposure is essential. Gall tract 
surgery cannot ke done by the sense 
of touch. A good rule to follow is: ‘‘Vis- 
ualize and identify everything before you 
cut anything.”’ 


The following routine operative pro- 
cedures have been used in all cases 
unless technically impossible. They are: 
(1). Adequate incision for good expos- 
ure; (2). exposure and identification of 
the common hepatic, cystic, and com- 
mon ducts; (3). careful identification of 
anomolies of ducts and blood vessels; 
(4). ligation of the cystic duct and the 
cystic artery separately; (5). aspiration 
of the common duct before opening its 
lumen; (6). exploration of ducts care- 
fully to avoid unnecessary trauma; (7). 
exploration of ducts by palpation com- 
bined with scoop, probes, suction and 
irrigation; (8). testing of patency of 
papilla without forcibly dilating the pa- 
pilla; (9). use of a T-tube drainage of 
the common duct much smaller than 
the lumen of the duct to prevent in- 
jury by pressure after the duct is su- 


Immunization 


ANTIGENS 


Triple vaccine (alum) 
Tiphtheria ‘Tox. 
Tetanus Tox. 
Pertussis Vac. 


Triple vaccine (alum) 
Diphtheria Tox. 
Tetanus Tox. 
Pertussis Vac. 


Triple vaccine (alum) 
Diphtheria Tox. 
Tetanus Tox. 
Pertussis Vac. 


6-12 mo. 
12-18 mo. 


Smallpox Vaccination 


Triple vaccine as above 
Also tuberculin test. 


3 years 
toxoids. 


5 years 
toxoids. 


In this way, the infant has protection 


Diphtheria and tetanus 


Diphtheria and tetanus 


tured; (10). use of the notched T-tube 
so that it may be withdrawn with a 
minimum of trauma; (11). injection of 
saline solution through the T-tube after 
closure of the wound in the common 
duct to test the patency of the opening 
into the duodenum, and to test for leak- 
age along the suture line; (12). reduc- 
tion of liver trauma to a minimum by 
careful dissection of the gall bladde.- 
bed; (13). suturing of omentum over 
the severed cystic duct and interposing 
omentum between the gall bladder bed 
and duodenum to reduce adhesions; (14), 
closure of the gall bladder bed with 
a continuous catgut suture; (15). plac- 
ing the drain, when used, along the gail 
bladder bed to avoid contact with the 
ducts; (16). and careful closure of the 
wound to prevent disruption. 


In cases of acute or subsiding acute 
cholecystitis, when structures are dif- 
ficult to identify, the gall bladder has 
been removed from the fundus down- 
ward. In all other cases the gall bladder 
has been dissected out from the ducts 
to the fundus.—T. G. Orr, M-D., in 
Am. J. Digest. Dis., March, 1947. 


of Children 


REMARKS 


0.5 cc. or 1.0 cc. depend- 
ing on product used. 


0.5 .c. or 1.0 cc. depend- 
ing on product used. 


0.5 cc. or 1.0 cc. depend- 
ing on product used. 


Repeat every 5-7 years. 
Booster injection. 


Second booster dose. 


Repeat booster dose 
Repeat tuberculin test 
Reeeat smallpox vacci- 
nation 


against pertussis and diphtheria at an 


early age and the booster doses Keep up immunity during chi!dhood.—E. H. Watson, 


M.D., in Amer. Prac., June 1947. 
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Epidemic Diarrhea of the 
Newborn 

Stop all oral intake in the dehydrated 
infants and treat by means of parenteral 
fluid intake. Information on electrolytes 
and total osmotic equilibrium is obtained 
by means of carbon dioxide, chloride, 
and nonprotein nitrogen determinations. 

Initially, in order to avoid embarrass- 
ment of the circulation of severely de- 
hydrated patients by the use of hyper- 
tonic solutions, 50 to 100 c.c. of phy- 
siological saline are administered rapidly. 
The acidosis is then corrected by not 
more than twenty volumes per cent by 
the administration of 3.7 per cent sodium 
bicarbonate solution. In patients with 
moderate acidosis, sodium lactate is 
often used. 

In the first twenty-four hours saline 
containing fluids in amounts equal to 
5 to 10 per cent of the body weight in 
addition to the basal requirement of 
100 to 150 c.c. is given. The total fluid 
requirement for twenty-four hours of 
150 c.c. per kilogram of body weight 
is made up by the use of 5 per cent 
glucose in 100 to 300 c.c. amounts ad- 
ministered alternately with the saline 


in order to spread the electrolyte ad- 
ministration evenly throughout the day. 
In most cases, blood, plasma, casein 


hydrolysates, and hypertonic solutions 
of glucose in saline are used only when 
dehydration is largely overcome. In 
cases of severe circulatory collapse or 
anemia blood and plasma are occasional- 
ly given in the first twenty-four hours 
The intravenous infusion is continued 
until the infant is well hydrated and 
the diarrheal stools have ceased or at 
least greatly lessened in frequency and 
water content. While the diarrhea con- 
tinues, one and a half of two times the 
basal amount of electrolyte is supplied 
as normal salt solution or the saline con- 
tained in blood or plasma. 

The infants are carefully watched for 
the appearance of edema, the recurrence 
of diarrhea, and the development of any 
untoward symptoms. Chemical checks of 
the chloride, carbon dioxide nonprotein 
nitrogen and protein content of the 
plasma are made as indications arise. 

Because we have found that hypocal- 
cemia with symptoms of tetany often 
develops during the postacidotic phase, 
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the serum calcium is also determined 
if the baby becomes irritable, unduly 
drowsy, or has symptoms of collapse «or 
convulsions. A dilute solution of calcium 
chloride is given by gavage, or in des- 
perate cases dilute calcium gluconate or 
calcium chloride by vein when such 
symptoms occur. We think the adminis- 
tration of calcium has been lifesaving in 
many instances. 

We prefer when possible to delay oral 
intake until the diarrhea has ceased and 
to start the feedings (15 to 30 c.c. of 
water or glucose in water to avoid as- 
piration pneumonia in case the baby 
vomits), while the intravenous infusion 
is still in place. If this is well taken, 
equal amounts of easily digested for- 
mula such as skimmed or half skimmed 
milk and sugar is offered. Sulfadiazine 
is usually administered for the first few 
days until it is established by culture 
that there are no dysentery organisms 
in the stools. Pencillin injections are 
given at the least suspicion of secondary 
infection but are not used routinely. As 
diarrhea of the new-born has a tendency 
to relapse one sometimes has to stop 
all feedings and start treatment again 
from the beginning. — J. Pediatrics, 
June, 1947. 


Diet in Congestive 
Heart Failure 


The amount of salt in the ordinary 
“salt-free’’ and ‘‘cardiac’’ diet is rela- 
tively high. An ordinary ward diet to 
which no extra salt and no salty foods 
have been added contains approximately 
4 grams of sodium chloride; one cooked 
without salt contains 2-3 grams. 1 gm. 
of salt is present in an average serving 
of lamb, beets and carrots, or in 800 
cc. of milk. Since it has been shown 
that patients with congestive heart fail- 
ure will gain weight (due to retention 
of water) when taking two grams of 
salt and remain at the same weight 
when taking 1 gram of salt in 24 hours, 
the kind of food given in the treatment 
of this type of edema assumes import- 
ance, The beneficial effects of the Karell 
diet (800 cc. of milk daily) may be 
due to the low content of food and fluid, 
but especially to the fact that the salt 
content is also reduced to 1 gram.— 
H. A. ScHRoepeR, M.D. in Amer. Heart 
J., August 1946. 
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CLINICAL NOTES AND ABSTRACTS 


biochemistry and Medicine 

The professional biochemist may view 
the bustling activity of the hospital lab- 
oratory with something akin to dismay; 
not merely because it is a very in- 
complete representation of his science, 
but also and especially because it makes 
pragmatic use of determinations whose 
interpretation may strike him as more 
than a little uncertain. He notes, for 
instance, that high values for plasma 
cholesterol concentration are regarded 
as typical of myxoedema on the one 
hand and of diabetes on the other; but 
he is not clear what role cholesterol 
may play in either case, nor why the 
phenomenon should appear in two dis- 
orders which otherwise seem to have 
little in common and at times be in- 
compatible: for we have seen cases of 
hypothyroidism in which diabetes ap- 
peared whenever the metabolic rate was 
raised to normal and vanished again 
when the rate was allowed to drop back. 
In many other cases the approved 
analytical procedures are unintelligible: 
the serum ‘“‘albumin-globulin ratio’”’ is 
based on a quite arbitrary fractionation, 
some individual proteins appearing in 
both categories; the ‘‘nonprotein nitro- 
gen of blood’’ subsumes substances of 
which some are waste-products and some 
not, and which certainly do not all vary 
together; the ‘‘CO.—combining power’’ 
determination does not even profess to 
measure anything existing in the pa- 
tient, it is a study of the response of 
the patient’s blood to artificial and im- 
probable circumstances; the ‘‘blood cre- 
atinine’’ analyses include varying 
amounts of unidentified materials; the 
“direct and indirect van den Bergh re- 
actions’’ defy convincing interpretation. 
As long as such methods give results 
that the physician can use their. arti- 
ficiality may not be of great moment, 
but the biochemist feels about them as 
any scientist feels when his wife in- 
sists on replacing a burnt-out fuse with 
a copper cent: that the procedure is 
inelegant and potentially dangerous. The 
wife, of course, experiences a_ similar 
sensation when the scientist insists on 
setting forth in the morning with one 
button too few. 


Since the methods of blood analysis 
have been singled out for disparagement, 
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it is only fair to pay some tribute to 
their values. Consider for a moment the 
dependence of a diagnosis of hyer-insulin- 
ism or of renal glycosuria on blood- 
sugar determinations; of gout on uric 
acid, of hyperparathyroidism on serum 
calcium; of nephrosis on serum protein— 
to instance only a few. In a broader 
sense, too, these practices have been 
salutary; the behaviour of the sulphona- 
mides has taught us to think of dosage 
merely as a method of attaining and 
maintaining the desired concentration of 
the drug within our tissues. This logical 
attitude is now even reaching the nu- 
tritionists, whose dictatorial insistence 
on the eternal ‘‘rightness”’ of some speci- 
fied figure for the daily intake of vitamin 
X or Y is being slowly tempered by 
the realizations that men are not mass- 
produced to a standard pattern, and that 
a vitamin exerts its influence in the 
brain or liver or muscie and not in 
the oesophagus; in this case, unfortu- 
nately, the blood is not truly represen- 
tative of the tissues as a whole. Per- 
haps there is a general lesson here; 
it is above all the ease of sampling 
that directs our attention to the blood, 
and it is only for a very few substances 
that we know the relationship betweer 
the concentration in the blood and the 
concentration in the tissues. —D. L. 
THompson, M. D., Canadian M. A. J., 
Feb., 1947, vol. 56. 


Pernicious Anemia 
Twenty to thirty units of liver ex- 
tract were given on the first day of 


treatment and no more for a 
week, if a_ saiisfactory reticulocyte 
response followed. Subsequent dosage 
averaged ten units weekly until the hae- 
moglobin and red cell levels where nor- 
mat. In occasional cases the addition 
of iron was found to be beneficial when 
the red-cell level had reached approxi- 
mately 3,500,000, especially if the colour 
index had fallen below 1.0. Following 
remission the patient was given 10 units 
of liver extract once in two to four 
weeks. Occasionally a patient required 
more frequent injections and in a few 
rare instances control was obtained by 
a single injection of 10 units every six 
weeks.—Dr. E. G. ALten, N.Y. State 
Jour. of Med., April 1, 1946. 
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THUMBNAIL THERAPEUTICS 


Coal Tar for Allergic Dermatitis 

Coal tar is the best topical (local) 
medication in atopic (allergic) dermatitis. 
As coal tars from different sources vary 
from 5 to 35 per cent in carbon con- 
tent, Comdes recommends Daxalan, a 
commercially manufactured coal tar 
paste, containing 3 per cent coal tar 
5 per cent zinc oxide and 50 per cent 
starch, in a special hydrophylic base. 
Coal tar is a somewhat toxic substance 
and should not be used on very large 
surfaces, especially in infants.—S. Ep- 
STEIN, M.D., in Ann. Allergy, July-Aug. 
1945. (Marshfield Clinic, Marshfield, 
Wis.) 

(Anyone can make up equal parts 
of crude coal tar, vaseline and zinc 
oxide, an effective and inexpensive prep- 
aration for eczema—Ed.) 


Atropine for Coronary Occlusion 

Our mortality rate has decreased con- 
siderably in recent coronary occlusions 
since we have begun the routine em- 
ployment of atropine sulfate, gr. 1/150 
every four hours for the first week fol- 
lowing the coronary lesion. The atro- 
pine overcomes the spasm in the other 
coronary vessels. This spasm adds to 
the oxygen deficiency already present 
and often causes death— L. M. Satgs, 
M. D., in J. Indiana S. M. A., Sept. 
1945. 


Amino Acids and 
Nitrogen Balance 


Amino acids can supply the protein 
nitrogen requirements of the body. The 
so-called ten essential amino acids in 
suitable amounts can be given by mouth, 
by vein, subcutaneously or intra- 
peritoneally with equal success in main- 
taining nitrogen and weight equilibrium— 
Mappen and WHIPPLE, in Am. J. Med. 
Sci., 211, 149, 1946. 
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D.H.E. 45 in Migraine 


D.H.E. 45 (Dihydroergotamine), 1 cc, 
given parenterally at an early stage of 
an acute attack of migraine will afford 
the patient relief in 1 to 2 hours without 
side effects. This gynergen substitute 
is of advantage where patient’s respond 
to ergotamine, but suffer from nausea 
or other untoward effects.—E. J. Gorr 
HELF, M.D. in Arizona Med., 3, 307, 1946. 


Postoperative Distention 

Inhalations of oxygen, preferably with 
the Boothby mask, will aid in relieving 
gaseous distention of the intestinal tract. 
Continuous suction through a gastroduo- 
denal tube is also necessary in removing 
liquid material from the bowel and swal- 
lowed air.—Mason’s ‘‘Preoperative and 
Postoperative Treatment”’ (W. B. Saund: 
ers Co.) 


"Paba" for Thyrotoxicocis 


“Paba”’ (Para-Amenobenzoic acid) 
may medically cure thyrotoxicosis, when 
taken over a period of months. It is 
safer than thiouracil.—A. L. Tatu, 
M.D., in Wis. Med. J, Aug. 1945. 


Agranulocytosis and Vitamin B-6 

Vitamin B-6 (pyridoxine) apparently 
stimulates the formation of polymor 
phonuclear leukocytes and may be tried 
in agranulocytosis (such as follows sul 
fonamides, amidopyrine, thiourea and 
thiouracil Administration) .—A. L. Tatum, 
M.D., in Wis. M.J., Aug., 1945. 


Prostatic Carcinoma 

X-Ray therapy of the prostate and 
testicles plus estrogen (female sex hor 
mone) therapy stabilizes prostatic car- 
cinoma.—A. Muncer, MD, in Radiol., 
July, 1945. 
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DIAGNOSTIC POINTERS 


Cerebral and Cerebellar 
Degeneration 


The differential diagnosis between 
brain tumor and degeneration of brain 
tissue may be aided by remembering 
that degeneration causes a loss of 
memory for recent events; a depressed 
emotional state; a relatively keen insight 
into disabilities with rarely a dulling of 
the whole sensorium; remissions and ex- 
acerbations of hemiparesis (brain tumors 
rarely undergo a remission in symp- 
toms); a Babinski sign rarely, despite 
paresis of the leg; a headache 
that is referred to one side of the head 
down (never true in tumor) and a char- 
acteristic appearance of x-ray study 
(pneumoencephalogram). 

Tumor or atrophy may result in head- 
ache, convulsions or localized central 
nervous system symptoms: (weakness 
on one side of the body, mental symp- 
toms, numbness on one side of the body, 
asphasia, blurred or double vision, in- 
creased reflexes on one side of the body, 
hemparesis or hemiplegia, visual field 
defect, ataxia, clumsiness or staggering 
gait, hypesthesia on one side of body, 
blurred or edematous optic discs, un- 
equal pupils).—AvEeRILL STOWELL, M.D. in 


Early Diagnosis of Heart Failure 

An early diagnosis of heart failure 
may be made in a dyspneic patient by 
giving intramuscularly 0.25 to 0.5 ec. of 
a mercurial diuretic (mercuhydrin, mer- 
cuburin). The patient with early heart 
failure excretes a very large amount 
of urine after such an injection and es- 
pecially if 1 or 2 cc. are injected intra- 
venously in a day or two. There may 
be a loss of weight of 8 to 10 pounds in 
several days. — Harry Goip, M.D. in 
N.Y.S.J.M., Jan. 1, 1946. 
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Circulatory Response in 
Hyperthyroidism 

In the borderline cases of hyperthy- 
roidism, have the patient hop up and 
down after determinations of the resting 
values of pulse rates and pulse pressure. 
The normal response is a brief, slight 
elevation of pulse rate and pressure and 
a prompt return within 2 minutes. The 
hyperthyroid patient in remission and 
with a basal rate of minus ten invari- 
ably gives an over-response and failure 
to return to resting values in two min- 
utes in one or both factors. The anxious 
patient whose thyroid is normal will show 
very little elevation of the pulse pres- 
sure in response to such measures. 

{The pulse pressure is the difference 
between the systolic and diastolic pres- 
sures.—Ed.]—Wi.tarp BarTLetTT, Jr., M.D. 
in. West J. Surg., June 1947. 


Coronary Occlusion 

The symptoms of coronary occlusion 
are pain, dyspnea, edema of the ankle. 
acute psychoses, and, occasionally cere- 
bral hemorrhage. There may be an onset 
of an acute mental upset in a number of 
cases. In the negro, true anginal pain is 
rare, possibiy because of the tendency 
to high blood pressure and increased 
coronary flow.—WmMo. S. HuNTER, M.D., 
J.A.M.A., May 4, 1946. 


Menstrual Abnormalities and 


Weakness 

The association of menstrual abnormal- 
ities (amenorrhea or menorrhagia too 
frequent periods), easy fatigability and 
increased susceptibility to cold should 
make one suspect hypothyroidism. Ster- 
ility may also be present. The basal 
metabolic rate may be normal.—L. W. 
Mason, M.D. in West. J. Surg., June 
1947. 
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NEW BOOKS 


Any book reviewed in these columns will be procured for our 
readers if the order, addressed to CLINICAL MEDICINE, Waukegan, 
lil., is accompanied by a check for the published price of the book. 


Clinical Radiology 


A Correlation of Clinical and Roenigen- 

ological Findings. Edited by George Utley 

Pillmore, Capt., M.C. (S), U.S.N.R., 

Chief Radiologist, U. S. Naval Hospital, 

Philadelphia, during World War II; for- 

mer Chief Radiologist, Bryn Mawr Hos- 

pital, Bryn Mawr, Pennsylvania. 3 vol. 

F. A. Davis Co. 1947. $45.00. 

A magnificent contribution to the literature 
by a number of competent radiologists and 
specialists in related fields. The emphasis 
throughout is on the clinical aspects of 
radiology, how the clinical diagnosis may be 
aided and treatment directed. The sections on 
fractures of the spine and extremities are 
especially worthwhile. Illustrations and text 
describe the normal anatomy and variations 
in each area, so that one may compare with 
the abnormal. 

The roentgenograms are beautifully repro- 
duced, making the volumes an atlas. 

Gastrointestinal studies are well done, and 
clinical correlations with gastroscopy are pre- 
sented. The material on cholecystography 
is clinically well balanced as to advisability 
of operation based on roentgen findings. 

Studies of the heart are complete and well 
illustrated. 

This is one of the few radiologic books 
which can be used constantly in practice by 
the physician, be he general physician, sur- 
geon, internist or radiologist. 


Physician's Handbook 


By John Warkentin, M.D., and Jack D. 
Lange, M.D.—University Medical Publish- 
ers. 1946. $1.50. 
The handiest volume to have around the. of- 
fice, as it lists and describes in detail every 
procedure used in ordinary clinical and labora- 
tory practice. Your reviewer finds that he 
refers constantly to his earlier edition 


Peace and War Orthopedic Surgery 
and 
Reconstruction Surgery 


Peace and War Orthopedic Surgery. Lec- 
tures selected from Instructional courses, 


Eleventh Annual Assembly, American 
Academy of Orthopedic Surgeons, Jan- 
uary 1943.—Edwards Brothers, Inc. 1944. 
$4.00. 


Reconstruction Surgery. Lectures selected 
from Instructional Courses, Twelfth An- 
nual Assembly, January 1944.—Edwurds 
Brothers, Inc. 1945. $8.00. 
The surgeons of this country are fortunate in 
having available two volumes which may be 
considered a postgraduate course in early 
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and late care of fractures, surgical treatmert 
of ununited fractures, technic of bone grafting, 
treatment of shock, burns, and traumatic 
injuries, and reconstructive surgery. 

The authors discuss practical points of 
diagnosis and of surgical technic, with {lL 
lustrations and x-rays of patients, summarize 
modern concepts of orthopedic surgery and 
restorative surgery. Theory is presented brief- 
ly, and only where it is needed to uncer. 
stand the rationale of treatment. 

These books answer such questions’ as: 

When has infection disappeared from a irau- 
matized area so that a surgical procedure 
in the area may be safely carried out? Answer: 
Massage the .area briskly for several days; 
if no signs of recurrent inflammation (fever, 
redness, tenderness, pain) appear, the infec. 
tion is no longer present. 

What type of tendon suture causes the least 
tissue reaction? Answer: Bunnell’s method oi 
using stainless steel wire sutures which may 
be readily removed at the end of 3 weeks. 

What treatment may be used for persistent 
pain following trauma? Answer: Injections cf 
procaine solution into the painful tissue or 
into the sympathetic nerves supplying the 
part. 

What is the treatment of feet that have 
been immersed in water for days and weeks? 
Answer: The feet are slightly elevated, ex- 
posed to rcom air which is blown on them 
by an electric fan, and the heels protected 
from pressure by a pillow under the caives. 
Local heat should never be used; ice bags 
may be necessary in severe. cases. 

Where is the best location for obtaining 
bone for bone grafts without disfigurement 
or disability? Answer: The best donor site 
for bone grafts is the crest of the ilium. 

General, orthopedic and plastic surgeons 
will refer to these teaching texts for a Jong 
time. 


Manual of Diagnosis and Treatment 
of Peripheral Nerve Injuries 

By Groff and Houtz.—J. B. Lippincott Co., 

1945. $8.00. 

A concise text dealing with its recognition and 
treatment, including surgery of peripheral 
nerve injuries. The authors base their work 
upon their extensive experience in the South 
Pacific. 

A second portion of the book contains charts 
and atlas of peripheral nerves and graphically 
portrays their functions. This is quite ele 
mentary yet very fundamental and provides 
a handy reference for those quickly forgotten 
anatomical details. 

The book is also recommended as an aid to 
the physical-therapist in rehabilitation of para 
lyzed extremities.—E. J. D. 
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BOOK REVIEWS 


Treatment in General Medicine 


Edited by Hobart A. Reimann, M.D., Ma- 
gee Professor of Medicine, Jefferson Med- 
ical College, Philadelphia. F. A. Davis 
Co., Philadelphia. 1946. 4 vols; indez. 
$40.00. 
A complete resume of modern methods of 
treatment, given in full detail. Here is no 
short cut, “‘cook-book”’ type of treatment text, 
but rather a balanced presentation with ex- 
tended discussions. The authors are properly 
conservative in dealing with vaccine and 
other types of unproved therapy. 

In this third edition, the diseases of the 
blood and transfusion technic, endocrinology, 
syphilis, gastrointestinal tract diseases and 
aminoacid therapy have been rewritten. Newer 
syndromes are discussed: Pinta, Bullis fever, 
‘“‘yiral pneumonias,’’ ornithosis, coccidiomy- 
cosis, epidemic nausea, vomiting, and diar- 
rhea; poisoning with toluene, cadmium. Newer 
methods of therapy are described: penicillin, 
thiouracil, plasma and intramedullary injec- 
tion. The significance of the Rh factor is 
discussed. 

In many instances, notes are given on 
etiology, immunity, symptoms, prevention and 
treatment, both specific and non-specific. 

The editor and noted specialist co-authors 
are to be congratulated on their excellent 
layout of some 3,000 pages of printed text and 
its ready accesibility by use of the handy 
index volume to any of the four volumes. 
These are ideal volumes to be put up in your 
library. 


Principals and Practice 


of Tropical Medicine 

By L. Everad Napier.—MacMillan Com- 

pany. 1946. $1.00. 

There are more voluminous reference works 
on tropical medicine and a whole score of 
handbooks published under the impetus of re- 
cent tropical warfare, but there is nothing so 
readable on the subject. Whereas the more 
ponderous authorities emit an air of labored 
collection of fact, ‘‘Principles and Practice’ 
has about it the aura of personal experience 
recounted by an erudite clinician and an ar- 
dent researcher. There are possible criticisms: 
The omission of certain diseases commonly 
discussed in textbooks of tropical medicine; 
the use of certain technics and drugs which 
American medicine has relegated to the past 
and the unmistakable British manner vf han- 
dling the material; but these are minor faults 
for which the author more than compensates. 
Particularly enjoyable are the auther’s per- 
sonal experiences and observations which are 
presented in such a humble manner as to en- 
dow the book with an unusual intimate quality. 
The references, although limited in number, 
are chosen with discrimination and cover per- 
tinent advances through 1944, Chapter end- 
notes cite very recent discoveries. 

As the emphasis on tropical medicine shifts 
from military practice overseas to civil prac- 
tice in the continental United States, this book 
will become increasingly important. It is most 
heartily recommended to students, practi- 
tioners and to specialists alike.—C. D. M. 
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Psychoanalytic Therapy 
Principles and Application 

By Franz Alexander, M.D., and Thomas 

Morton French, M.D., with Associates.— 

The Ronald Press Company, 1946. $5.00. 
This book on Psychoanalytic Therapy is di- 
vided into two parts; the first part discussing 
the principles of psychoanalytic therapy and 
the second part demonstrating the application 
by discussing a number of cases. The book is 
clear ond concisive and it makes good read- 
ing for the specialist as well as the general 
practitioner. Especially the latter will find a 
splendid review of modern psycho-therapeutic 
technique and will see how many problems 
with which he is dealing in his every day prac- 
tice have an important psychiatric aspect. 

The historian of medicine and_ the 
psychiatric-psychoaralytical specialist will 
note with surprise how far psychoanalysis or 
at least the psychoanalytical school of Chicago 
has advanced and departed, during recent 
years, from the original concepts of Freud 
and his ‘‘orthodox’’ school. He will note slight 
variations in technique and interpretation be- 
tween the various contributors, but as a whole, 
it comes as a surprise to see that a great va- 
riety of techniques and procedures are now 
claimed and accepted as ‘“‘psychoanalytic ther- 
apy.” If the title of the book were Modern 
Psychotherapy no arguments would arise, but 
under the title of Psychoanalytic Therapy, 
many specialists may wonder whether every 
procedure can legitimately be claimed as 
within the realm of psychoanalysis. That the 
contributors are so liberal in offering their in- 
terpretations to the patient at a time when 
the patient is not yet ready to find such an 
interpretation by himself is certainly a prob- 
lem which has by no means been solved by 
these writers. Many psychiatrists of other 
psychodynamic schools may not approve of 
such procedures, but whatever the approach, 
this book is the outcome of a large experience 
and is stimulating and informative. 


A Handbook of Radiography 

By John A. Ross, M.A., M.R.C.S. (Eng.), 

Visiting Radioligist, Alder Hey Children’s 

Hospital, Liverpool, England. Second Ed. 

x K. Lewis Co., London, Eng. 1946. Price 

4.00. 
A practicai small volume which tells the 
beginner in radicgraphy and the tecinician 
exactly what to do and how to do it, how 
to position each part, how to direct the beam, 
what amounts of current to employ, how to 
manage the developing room. It is an excel- 
lent usable treatise which should be on a 
handy shelf in every x-ray room. 


A Textbook of Gynecology 
By Arthur Hale Curtis, M.D., Professor 
and Chairman of Department of Obstet- 
rics and Gynecology, Northwestern Uni- 
versity Medical School, Chicago.—W. B. 
Saunders Co. Fifth Edition. 1946. $8.00. 
A truly clinical textbook, replete with diagnos- 
tic and therapeutic suggestions, and contain- 
ing lifelike gynecologic anatomy in description 
and illustrations. 





BOOK REVIEWS 


perative Gynecology 

By Ph. W. Teli: M.D., Professor 

of Gynecology, Johns Hopkins University, 

Baltimore, Md. — Lippincott Publisi:ers, 

1946. $18.00. 

This is a book for the man who must 
actually perform gynecologic surgery. It is a 
complete presentation, including the an- 
esthesia, incision, and the technic of both 
abdominal and pelvic procedures. The author 
is commendably frank, stating his opinions 
and bringing the benefit of his wide experi- 
ence to the reader. He is not in the least 
apologetic for his advocacy of simvle pro- 
cedures which he feels are worthwhile. As, 
for example, the use of ether in most pelvic 
laporatomies. 

The technic is also given of minor surgical 
procedures, including cauterization of the cer- 
vix. The author uses a special pointed dilator 
to prevent cervical stenosis following cauteri- 
zation. There are many valuable diagnostic 
pointers. 

The author is conservative in his advocacy 
of pre-sacralneurectomy. He feels that it should 
be used in connection with other operations, 
such as uterine suspension and especially 
for endometriosis where severe dysmenorrhea 
is the presenting symptom. 

The discussion on therapeutic abortion con- 
tains much common sense. The author con- 
siders each sten in the procedure and sug- 
gests that several commonly accepted technics 
are not advisable. 

The book is exceedingly well done, both 
from the standpoint of a simple, surgical ap- 
proach and from the question of diagnostic 
steps and end results. The author feels that 
there is a definite place for the use of a 
peritoneaoscope. This broadminded attitude 
is not shared by many of his colleagues. 


Segmental Neuralgia in 


Painful Syndromes 
By Bernard Judovich, M.D., Instructor 
in Neurology, William Bates, M.D., Pro- 
fessor of Surgery, Foreward by Joseph C. 
Yaskin, M.D., Professor of Neurology. all 
of Graduate School of Medicine, Univer- 
sity of Pennsylvania, Philadelphia. F. A. 
Davis Co. 1946. $5.00. 
The authors have called attention to the 
prope’ recognition of pain in the extremities 
ane .runk as being due to neuralgia rather 
than due to organic iesions, in many cases. 
Technic of treatment with procaine injections 
and other methods is discussed and illustrated 
with case histories. If their methods were 
carried out more often, there would be fewer 
needless laparotomy scars. 


Digitalis 
Digitalis and Other Cardiotonic Drugs. 
By Eli Rodin Movitt, M.D., Internist, 
Veterans Administration.—Oxford Univer- 
sity Press, 1946. $5.75. 
A scholarly presentation of established facts 
concerning digitalis, on newer standardized 
pure preparations and on strophanthus and 
squill. Full details are given of pharmacology 
and clinical application of the drugs. 
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Neuro-Ophthamology 
By Donald J. Lyle, M.D.—Charles C. 
Thomas, 1945. $10.00. 

A comprehensive survey of brain diseases is| 
presented; with the effect of each of the 
eyes. The first part of the book is a well 
presented discussion of the anatomy of the 
eye, cranial nerves, and brain. The clinica 
material is enhanced by several unusual fea- 
tures, namely, (1) 130 Case histories, out- 
lined in correlation with the text material; 
(2) the confirmation of the diagnoses o 
these cases at operation or autopsy, with 
findings described; (3) many illustrations and 
drawings, including photographs of patients, 
specimens of brain diseases, and retinal 
pathology, the latter partly stereoscopic, thus 
enabling the reader to view same with thef 
stereoscope, The quality and originality of 
the author’s illustrations, drawings, and photo- 
graphs is particularly commendable and very 
useful in clinical practice —G. H. H. 


Gastroenterology in 
General Practice 


By Louis Pelner, M.D., Greenpoint Hos- 

pital, Brooklyn, N. Y.—Charles Thomas. 

1946. $7.50. 
For the physician who desires to take his 
gastrointestinal study in small, easily digested 
doses, this book is recommended. The sec- 
tions are brief, clearly written and practical. 
Psychosomatic medicine is emphasized, yet 
modern scientific practice is given in detail. 


Clinical Pediatrics 


By I. Newton Kugelmass, M.D., Attend- 
ing Pediatrician, Downtown Hospital, Pan- 
American Clinic, Heckscher Institute, 
New York City.—Oxford University Press, 
1943. $2.00. 
Pediatrics presented in outline form so that 
it is easily available to the hurried physician, 
or to the student. An advantage of this tele- 
graphic type is that essential details only are 
given and much of the verboseness that 
curses medical literature is swept away. Signs 
and symptoms are emphasized and treatment 
is given with specification of drugs and exact 
doses. 


Germ Free Life Studies 


James A. Reyniers, Laboratories of Bac- 

teriology, Notre Dame University, Notre 

Dame, Indiana. 1946. 
A detailed presentation of the technics in- 
volved in rearing germ free animals over 
prolonged periods and suggestions for pos- 
sible uses of such technics is given in Lobund 
Report Number One. Great ingenuity, labor 
and perserverance have been required to 
force such a project to satisfactory comple 
tion. The editor mentions that truly germ 
free animals can give an entirely new method 
of study of nutrition and nutritional ¢cficien 
cies. Incidently, rigor mortis was rot ob 
served in germ-free guinea pigs, even when 
held at room temperature for periods up to 1 
week. Tissue degeneration is apparentsy due t 
uncomplicated autolysis, in such animals. 
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